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ACUTE AND CHRONIC INTESTINAL DISEASES — BROWN 


Tonsillitis, pharyngitis 


quickly yield to 


ILOTYCIN 


(Erythromycin, Lilly) 


Temperature rapidly returns to normal; swelling and soreness 
readily subside. Notably safe and well tolerated. 


dosage: Usually, 250 mg. q. 6 h. Children, GY 
5 mg. per pound of body weight q. 6 h. — lly 
$32200 
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can your diuretic 


“upgrade” your 


heart patients? 


k n Ow fewer restrictions of activity are the benefit of prolonged use of 


those diuretics effective over the entire range of cardiac failure. 
yo U r The organomercurials—parenteral and oral—improve the 
d j U retic classification and prognosis of your decompensated patients. 
Diuretics of value only in milder grades of failure, or which 
must be given intermittently because of refractoriness or side 
effects, are incapable of “upgrading” the cardiac patient. 


“METHOXY. PROPYLUREA IN EACH 


for “...a new picture of the patient in congestive heart failure. 


replaces injections in 80% to 90% of patients 
*Leff, W., and Nussbaum, H. E.; J. M. Soc. New Jersey 50:149, 1953. 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 


BRAND OF MERALLURIDE INJECTION 


eadorshi diure vebcarch 


LABORATORIES, INC., MILWAUKEE 1, WISCONSIN 
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February, 1956 ADVERTISEMENTS 


A Sanitarium for Rest Under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre park 
of long pines. It is located on U. S, Route 1, six miles south of Pinehurst and Southern 
Pines, This section is unexcelled for its healthful climate. 

‘ Me ae facilities are afforded for recreational and occupational therapy, particularly out 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the tient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 


modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 


Malcolm D. Kemp, M.D. Medical Director 


FURNITURE, SCIENTIFIC EQUIPMENT, 
INSTRUMENTS, LABORATORY SUPPLIES, 
ORTHOPAEDIC APPLI- 

) ANCES and SUPPLIES 


AUTHORIZED AGENTS FOR: 


AMER. CYSTOSCOPE MAKERS DeVILBISS CO.; INC. 
BARD, INC.; C. R. EVEREST & JENNINGS 
BARD-PARKER CO. HAMILTON MFG. CO. 
BECTON-DICKINSON CO. JOHNSON & JOHNSON 
BAUER & BLACK NATIONAL ELECT. CO. 
BAUM, INC.; W. A. PELTON & CRANE CO. 
BIRTCHER CORP.; THE RAYTHEON MFG. CO. 
BURDICK CORP. RITTER MFG. CO. 
CAMP COMPANY; S. H. SKLAR MFG. CO.; J. 
CASTLE CO.; WILMOT WELCH ALLYN, INC. 
CLAY-ADAMS CO. ZIMMER MFG. CO. 


AND MANY OTHERS 


BURDICK INFRA RED LAMP 
Distributors of KNOWN BRANDS of PROVEN QUALITY 


_ WINCHESTER 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th St. Charlotte, N. C. 421 West Smith St. Greensboro, N. C. 
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NEW | mg..tablet 


Both tablets are deep-scored and of the 
SAME DISTINCTIVE “FINGER-GRIP" SIZE AND SHAPE 
for ease of handling and by arthritic 


anti rheumatic/ant inflammatory 


“supplied: 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., ial 
6, New York 
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for a greater margin 


| of security 
in corticosteroid therapy. i 


@ minimizes sodium retention edema 
dietary regulation seldom necessary 


in rheumatoid arthritis: better relief of pain, 
swelling, tenderness; diminishes joint stiffness 


_ intractable asthma; better relief of 
| bronchospasm, dyspnea, cough; increases 
| gollagen diseases and allergies: hormone 
benefits with decreased electrolyte side effects 


METICORTEN is available in the following forms: 
|| mg., 2.5 mg. and 5 mg. tablets 
|_| 2.5 mg. and 5 mg. capsules 
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routine 
physiologic 
support 

for your 
aging 
patients 


“therapeutic bile” 


DECHOLIN: 


tablet tid. 


improve liver function! 
to produce fluid bile? 


to restore intestinal function 


‘Clinical evidence substantiates 

the value of Aydrocholeresis with — 
Decholin as routine adjunctive 
therapy in older patients. 

(1) Schwimmer, Boyd, 1. J., and 
Rubin, S.H.: Bull). New York M. Coll. 
16:102, 1983. (2) Crenshaw, J. BF: 
Am. J. Digest. Dis. 17.387, 1950. 
(3) King, J. Am. J. Digest. Dis. 

22:102, 1955, 
Decholin (dehydrocholic acid, Amey) 
and Decholin Sodium (sodium dehy 

drocholate, Ames). 


AMES COMPANY, INC. 
f.. Elkhart, Indiana 
Ames Company of Canada, Lid, Toronto 
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TABLETS 


Peneitlin V, Crystalfine 
~Phenoxymethyl Penicillin: 


the totally new penicillin for decisive oral dependability 


Formulated specifically for oral use 
Acid-stable—virtually unaffected by gastric acid 
Alkaline-soluble—optimally absorbed in duodenum 
Certain, high blood levels 

Supplied: Tablets, 125 mg. (200,000 units), bottles of 36; 300 mg. (500,000 units), 


bottles of 12. Also available: Tablets BictLLin®+Ver, 100 mg. (100,000 units) of 
benzathine penicillin G and 62.5 mg. (100,000 units) of penicillin V, bottles of 36. 
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the point is this...,@ 


® 
HydroCortone -TBA 


(HY OROCORTISONE TERTIARY-BUTYLACETATE, MERCK) 


gives the arthritic patient more days of freedom 
from joint symptoms—in many patients the 
anti-rheumatic effect persists 2 to 10 times longer 
than after injection of hydrocortisone acetate. 
Its action is local and without systemic effect. SIAR 


Philadelphia 1, Pa. 


SUPPLIZO : SALINE SUSPENSION HYDROCORTONE TGA — 25 VIALS OF Division or Menck & Co., Ineo, 
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What makes Viceroy 
different from 


other filter cigarettes ‘ag 


ONLY VICEROY GIVES YOU THAT 
FRESH, CLEAN, REAL TOBACCO 
TASTE BECAUSE VICEROY HAS 


Twice 
Many Filters 


AS THE OTHER TWO LARGEST- 
SELLING FILTER BRANDS! 


The VICEROY filter tip contains 20,000 That is why VICEROY gives you such 
tiny filters made exclusively from pure a fresh, clean taste—that real tobacco 
cellulose . . . soft, snow-white, natural, taste you miss in other filter brands. No 
This is twice as many filters as the other wonder so many doctors now smoke and 
two largest-selling filter brands. recommend King-Size VICEROYS, 


FT Uncetoy you can 
the blindfolded: / 


Filter Tip 
CIGARETTES 


KING-SIZE 


VICEROY 


hing-Si 
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New Evidence 


again demonstrates the antihypertensive value of 


R) 


THE ORIGINAL ALSEROXYLON 


) 
Rauw iloid /in Mild Labile Hypertension 


Up to 80% of mild hypertensives respond'...and with less danger 
of depression’ than with single alkaloidal preparations. 

Easy to prescribe... uncomplicated dosage...two 2 mg. tablets 
at bedtime. 


Rauw loid Vi iloid / In Moderate to Severe Hypertension 


| Single-tablet medication combines 3 mg. Veriloid (alkavervir), a 
potent hypotensive agent noteworthy for its safety,’ with 1 mg. 
Rauwiloid. High efficacy from lower Veriloid dosage, with greatly 
reduced side actions to Veriloid. Initial dose, one tablet t.i.d., p.c. 


Rauwiloid’ + Hexamethonium 
In Severe, Otherwise Intractable Hypertension 


Combines ganglionic blockade action of hexamethonium chloride 

dihydrate (250 mg. per tablet) with Rauwiloid (1 mg.) in a single 

tablet for easier, safer, ambulatory management of severe cases. 

Initial dose, !4 tablet q.i.d. 

1 ve r, J.H1., in discussion of Galen, W.P., and Duke, Alone (Orally) for Therapy of Ambulatory atlen 
Outpatient Treatment of Hypertension with with Hypertension, A.M Arch. Int. Med. 96:54 


fexamethonium and Hydralazine, South. M.J. 47:858 (Oct) 1955 


2. Moyer, J.H.; Dennis, E., and Ford, R.: Drug Therapy sential Hypertension yeti 
(Rauwolfia) of Hypertension. Il. A Comperative Study ratrum vir 


ew Extract of Ve ide, 
of Different Extracts of Kauwolfia When Each Is Used Biol. & Med, 72:02 (Noy,) 1949, 


When Angina Complicates Hypertension 


® 
P entoxy| on Each long-acting tablet contains 1 mg. Rauwiloid and 10 mg, 
pentaerythritol tetranitrate (PETN). Lessens incidence and sever- 


( R 1h / ity of attacks, overcomes tachycardia, calms fear and tension. 
/ er, LOS ANGELES Lowers elevated, but not normal blood pressure, Dosage: one 


to two tablets q.i.d., before meals and on retiring, 


(Sept.) 1954 Wilkins, R.W.; Stanton, J.R md Freie, Be 
the ial Ver 
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6/21/55 DISCHARGE SUMMARY 
ient (colored female, 28° 24) under 
fat On 5/24 


a breast tumor. 
ient discharge¢ from hospi- 


use of purulent 


admitted beca 
c Staph. 


On 6/3/55 pa 
ge from wound. On 6/3 a hemolyti 


was placed on penicillin, 
this schedule P 


nd erythromycin 


200 mgm. g.i.d. BY 6/17 the dis- 
was completely healed _ 
;nued until the patient 


in was discontinued a 


‘On 6/13 penicill 
started in dosage of 
charge had stopped 4” 
py 6/19- Erythromycin was contin 

om hospital on was 


was discharged 
t hospital stay: 


normal throughou 
Final diagnosis: preast abscess due to Staph. aureus. 
pid and complete recovery on erythromycin 


Result: ra 
penic jllin. 


following failure of 


Gommunication to Abbott Laboratories 


-” 
| 
5/25 
went an excisional biopsy 
tumor was removed and pat 
1 follow’ d 
aureus (coag. 55 with the 
4 following disk gensitivitieS: penicillin, 5 units; 
10 mcg; tetracycline, 10 mcg- patient vs 
600 ,000 units b. for 10 
atient improved but progress 
was unsatisfactory an ound continued to discharge 
gmail amount of purulent material. 
\ 
ae 


Aprefio again 
cocci 


Now, you can prescribe an antibiotic (Filmtab 
ERYTHROCIN) that provides specific therapy against 
staph-, strep- or pneumococci. Since these 

organisms cause most bacterial respiratory infections 


(and since they are the very organisms most sensitive 


to ERYTHROCIN) doesn’t it make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 


filmtab” 


Jerious Aide of feel 


(Erythromycin, Abbott) 


STEARATE 


Erythrocin 


Since ERYTHROCIN is inactive against gram- 


negative organisms, it is less likely to alter intestinal 


flora—with an accompanying low incidence of side 


effects. Also, your patients seldom get the allergic 
reactions sometimes seen with penicillin, Or 

loss of accessory vitamins during ERYTHROCIN 
therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Obbott 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


®Filmtab— Film sealed tablets; patent applied for. 
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One-tube economy 
plus 
two-tube performance 


YOURS with the 200-ma 
MAXICON® X-ray Unit . 


This modestly priced single-tube unit brings you fully profes- 
sional radiographic and fluoroscopic facilities. These include the 
generous full-length table . . . broad-coverage independent tube 
stand ,. . powerful 200-ma transformer . . . high-power rotating- 
anode tube, You also get: 

Full-wave rectification — Brings you full 200-ma power for clear, 
sharp radiographs. Shorter exposures stop motion even when work- 
ing with obese patients, 

Quality that cuts costs — Professionally scaled components mean 
economical, dependable service. 

Room to grow — Later, should you desire to expand your Maxicon 
installation, you can add a separate under-table tube. 

No need to buy! — If you prefer, enjoy all these advantages on the 
G-E Maxiservice® rental plan with no capital investment, Your G-E 
x-ray representative will give you full details. Contact him at the 
address below, 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


Resident Representatives: 
WINSTON-SALEM—N. E. Bolick, 1234 Miller St. 
WILSON—A. L. Harvey, 1501 Branch St. 


Direct Factory Branch: 
CHARLOTTE — 1140 Elizabeth Ave. 
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In Colds. @ @ Anywhere... Any time... 


Neo-Synephrine 


Prompt and Prolonged Decongestion 
Sinus Drainage and Aeration 


NO IRRITATION - NO SEDATION ¢- NO EXCITATION 


% Nasal Solutions 0.25%, 0.5% and1% 
plastic, unbreakable 
% Nasal Spray 0.5% 
% Pediatric Nasal Spray 0.25%, leakproof, delivers 
with Zephiran® chloride 1:5000, 
antibacterial wetting agent and preservative 
for greater efficiency 


Neo-Synephrine (brand of phenylephrine) LABORATORIES 


and Zephiran (brand of benzalkonium, 
as chloride, refined), NEW YORK 18, N. Y. * WINDSOR, ONT. 


trademarks reg. U.S. Pat, Off. 
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Upjohn 


Uleer protection 


that 
lasts all night: 


Pamine-Phenobarbital 


Each FULL-STRENGTH tablet contains: 


Phenobarbital 15.0 mg. (4 er.) 
Methscopolamine bromide 2.5 mg. 
Dosage: 


One tablet one-half hour before meals, and 1 to 2 
tablets at bedtime. 


Each HALF-STRENGTH tablet contains: 


Phenobarbital 8.0 mg. (% gr.) 
Methscopolamine bromide 1,25 mg. 
Dosage: 


While the dosage and indications are the same as for 
the full-strength tablets, this tablet allows greater 
flexibility in regulating the individual dose, and may 
be employed in less severe gastrointestinal conditions. 
Supplied: 

Both strengths in bottles of 100 tablets. 


THADEMARE FOR THE UPJOHN BRANO OF METHECOPOLAMING 


The Upjohn Company, Kalamazoo, Michigan 
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BAKERS 
MODIFIED mitt 


Made Grade / Amn 


Both forms of Baker's Modified Milk 


— Powder and Liquid—contain all 


requirements for complete infant 


nutrition and may be fed inter- 
changeably. 

The Powder form is particularly 
adaptable for feeding prematures, 
and for use as complemental or sup- 
plemental feedings. 


For routine infant feeding, the Liquid 


DAKERS 
MODIFIED MILK | 


Made from Amik, 


is generally preferred because of its 
greater ease of preparation. 


Both forms of Baker’s Modified Milk 
are supplied gratis to all hospitals for 
your use. 


Normal Dilutions 


20 calories per ounce 
Liquid form—1 fi. oz. milk to 1 fi. oz. water 
Powder form—1! Tbsp. powder to 2 fi. oz. of water, 


*U.S. Public Health Service Milk Code 


THE BAKER LABORATORIES, INC. 
Mil Products Exclusiuely for the Medical Profession 


Main Office: Cleveland 3, Ohio 


¢ Plant: East Troy, Wisconsin 
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On the basis of considerable in vitro 
evidence accumulated over a period of 
seven years, the Council on Pharmacy 
and Chemistry has revised the original 
ALGLYN monograph acknowledging that 


this most recent form of aluminum ant- 
acid therapy is as active—IN Taser 
Form—as the various aluminum hydrox- 
ide preparations are in Liguip form: 


“Dihydroxy aluminum aminoacetate . .. shares the properties of the alumi- 
num hydroxide gel preparations. /n vitro studies indicate that the buffering 
action of dihydroxy aluminum aminoacetate in tablet form is comparable to 
that of the liquid preparations of aluminum hydroxide gel when compared 
on the basis of equivalent aluminum content.” 


Aigtyn Tablets, 0.5 Gm. dihydroxy 
aluminum aminoacetate, are supplied in 
bottles of 100 (white). Your patients will 
welcome the change from liquid antacid 
preparations to easy-to-take convenient, 
lightly-flavored Alglyn Tablets'. 

Also supplied in combination with 
spasmolytic and sedative therapy as 


38:586, 1949. 


Maigiyn Compound, tablet 
contains dihydroxy aluminum aminoace- 
tate, 0.5 Gm., belladonna alkaloids, 0.162 
mg., phenobarbital, 16.2 mg., per tablet, 
bottles of 100 (pink); and as Belgtyn, 
dihydroxy aluminum aminoacetate, 0.5 
Gm., belladonna alkaloids, 0.162 mg., per 
tablet, bottles of 100 (yellow). 


1. Rossett, N.E. and Rice, M.L., Jr.: Gastroenterology, 26:490, 1954. 
2. Hammarlund, E.R. and Rising, L.W.: J. Am. Pharm. Assoc., Scientific Edition, 


dihydroxy aluminum aminoacetate 


et vaylen PHARMACEUTICAL COMPANY 
CHATTANOOGA 9, TENNESSEE 


J for 51530 60 9% 120 180 
® 
| 
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when patients complain of > 


unexcelled relief in nonspecific 


New 


best of theold .... Acetylsalicylic acid . . 325 mg. 
potentiated by the best of thenew . . . METICORTEN .. . . 0.75 mg. 
augmented by Ascorbic acid 


Aluminum hydroxide. 75 mg. 


METICORTEN (prednisone), new Schering corticosteroid, has three to five 
times the therapeutic effectiveness, milligram for milligram, of oral corti- 
sone or hydrocortisone. Combined in SIGMAGEN with aspirin and ascorbic 
acid, it permits unexcelled maintenance of “rheumatic” relief at minimal 


dosages. 


4 — 
— 


stiff neck + backache + charleyhorse + rheumatics 
lumbago + glass arm + devil's grip + bursitis 


tennis elbow « trigger finger + sciatica + neuralgia 


rheumatic disorders 


TABLETS 


indicated in 

muscular rheumatism + mild rheumatoid arthritis « myalgia 
mild spondylitis + fibrositis «+ myositis + subacute gout 
pleurodynia + tenosynovitis + panniculitis + frozen-shoulder 

packaging 

Bottles of 100 and 1000. 


SIGMAGEN.* brand of corticoid-analgesic compound. 


METICORTEN,® brand of prednisone. 


*T.M. 
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when 
the condition 
| requires 

a reliable 
antiseptic 


/ 


iolate 


(THIMEROSAL, LILLY) 


‘Merthiolate’ is highly active under virtually all 
conditions; is relatively nonirritating and nontoxic 


‘Merthiolate’ is germicidal in dilutions up to 1:4,000 in 


serum media and is relatively nonirritating in the con- 


centrations suggested for use. It also maintains its ac- 


tivity in the presence of soaps. The fact that ‘Merthio- 


late’ is used as a bacteriostatic agent in fluids for paren- 


teral administration gives strong evidence of its safety. 


ELI LILLY AND COMPANY ¢« INDIANAPOLIS 6, INDIANA, U.S.A. 


— 
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NORTH CAROLINA MEDICAL JOURNAL 


OWNED AND PUBLISHED BY 
THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


VOLUME 17 


FEBRUARY, 1956 NUMBER 2 


The Management of Acute and Chronic 


Intestinal Diseases 
PHILIP W. BROWN, M.D. 


ROCHESTER, 


Among the common diseases of the in- 
testine that are encountered in the North 
Temperate Zone, I will mention some which 
have long been problems and which I would 
like to present for consideration as the 
search continues for better methods of diag- 
nosis and treatment. 


Common Acute Intestinal Diseases 


The most widespread and frequent acute 
disease of the bowel is virus enterocolitis, 
commonly spoken of as “the stomach or in- 
testinal flu.’’ Then, in descending order of 
frequency, are salmonella, shigella and sta- 
phylococecus infections; and perhaps, as a 
final group, parasitic infestations of Enda- 
moeba histolytica and schistosomiasis should 
be included, 


Virus enterocolitis 


Acute enterocolitis has definitely been 
proved to be due to a virus that is dissemi- 
nated by the usual fecal-oral mode. In a 
household it seems to spread directly from 
person to person. The patient is acutely ill 
and miserable, but the disease is usually 
short-lived. There may be some value in 
allowing the patient to have several bowel 
movements “to sweep out the infection.” 
When advice is sought, however, I see no 
need to delay symptomatic relief. The pa- 
tient has already passed several stools or a 
physician would not have been called. Either 
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MINNESOTA 


1 or 2 teaspoonfuls of paregoric with wa- 
ter or 1/2 grain of codeine sulfate is pre- 
scribed, to be repeated every one or two 
or more hours until symptoms have abated. 

The attack frequently lasts about 12 to 
24 hours. During this brief sharp storm, 
one need not worry over diet; liquids or 
simple foods are given as desired, Occasion- 
ally the attack may be so severe that the pa- 
tient loses enough fluid to require intraven- 
ous administration of 1 or 2 liters of a solu- 
tion containing glucose and salt, If two or 
three doses of paregoric or codeine do not 
check the symptoms or if vomiting occurs, 
32 to 64 mg. (1/2 to 1 grain) of codeine or 
10 to 16 mg. (1/6 to 1/4 grain) of mor- 
phine should be given hypodermically. If 
symptoms persist after 48 hours, even 
though they are less violent, examinations 
of the stool for pathogenic parasites or bac- 
teria should be ordered. Also, proctoscopic 
and radiologic studies should be considered, 
An awareness of “what is going around” 
in the community often proves helpful. 

Persistence of intestinal symptoms for 
some days and even weeks after an acute 
attack of enterocolitis is not uncommon. 
Certainly in such patients, studies of the 
stool, together with proctoscopic and radio- 
logic examinations, must be done. If results 
of these studies and examinations are nega- 
tive, the patient should be reassured that 
the irritability of the bowel will subside. He 
should be advised to eat whatever seems to 
agree with him, and also to take 32 mg. 
(1/2 grain) of phenobarbital two to four 
times daily. The main thing is the reassur- 
ance that “nothing else” is wrong and that 
the symptoms will subside. 
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Salmonella 

Salmonella infections, with the exclusion 
of typhoid fever, which is omitted in this 
discussion, are to be suspected if several 
persons of one group are stricken with 
cramps and diarrhea, Two illustrations will 
suftice to suggest the cause as being related 
to something eaten by the patient, First 
is an episode in a hospital in New Guinea. 
Some slices of surprisingly good beef had 
been left on a kitchen table, and remained 
there all night. The morning mess crew 
came in, and five or six of the men proceed- 
ed to make beef sandwiches. Within a few 
hours all were acutely ill. Cultures from the 
vomitus and the stools of these men revealed 
salmonella organisms. 

A second illustration is that of a recep- 
tion held in the month of August. The chief 
delicacy was salmon salad, which had been 
prepared in the morning for consumption in 
the afternoon. It had been placed in a cool 
pantry, but not in a refrigerator. After the 
guests had eaten and gone home and the 
catering staff had left, reports that some of 
the guests were suffering from acute gas- 
troenterocolitis began to come in; 39 per- 
sons were known to be rather ill. The sec- 
ond cook, who was fond of salmon salad 
and had eaten generously of the dish, was 
very ill. He had saved some of the salad to 
take home to his cat. The cat smelled the del- 
icacy but refused to eat, much to the cook’s 
disgust. Four of the 39 patients were admit- 
ted to the hospital that night, prostrated by 
diarrhea, vomiting, and loss of fluid. Cul- 
tures were promptly obtained and, on sus- 
picion, chloramphenicol in doses of 250 mg. 
was administered. Salmonella montevideo 
proved to be present. The four hospitalized 
patients received chloramphenicol, and with- 
in 48 hours were much better. The incuba- 
tion period for most of the salmonella or- 
ganisms varies from 4 to 48 hours, except 
for Salmonella typhosa, which has a longer 
period of incubation. 


Shigella 


Infection with organisms of the shigella 
group is usually acquired from infected 
water or food by way of the fecal-oral route, 
but it also may come from contact with an 
infected person. After ingestion of the bacil- 
li, the incubation period is usually 6 to 24 
hours, depending as always on the amount 
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and virulence of the germ and the suscepti- 
bility of the recipient. Isolated instances of 
bacillary dysentery are not as easy to iden- 
tify as is an outbreak in a group or camp. 

While the immediate treatment is the 
same as for any acute diarrhea, cultures of 
the stool disclose the true nature of the dis- 
ease within one or two days. The fecal dis- 
charges may be rapidly sterilized and toxi- 
city may be decreased by the administration 
of 250 mg. of Neomycin and 50 mg. of Ter- 
ramycin every four hours for four doses and 
then every six hours for three to five days. 
Sulfadiazine has proved helpful, although 
it is less effective than the antibiotics. Cer- 
tainly it does Cecrease toxic symptoms of 
the dysentery and sterilizes the stool, thus 
protecting attendants. The initial dose is 2 
Gm., followed by 1 Gm. every four hours 
for three or four days as needed. With the 
administration of sulfadiazine, one must be 
certain that the patient drinks enough 
fluids to yield an output of 1,500 cc. of urine 
daily. 

Staphylococcus 

Staphylococcal enterocolitis used to re- 
sult from ingestion of infected foods, es- 
pecially in hot weather, and from eating 
certain foods not protected by refrigeration. 
The well known examples are custard pies 
and puddings. 

In the past few years we have encountered 
another variety of acute and often fatal 
poisoning by staphylococcus. This frighten- 
ing and acute diarrhea comes on the heels 
of taking antibiotics, usually the tetracy- 
clines"?), In most of the cases that I have 
encountered, the patients have been recover- 
ing from operation, but numerous instances 
in medical cases, usually in pneumonitis, 
have been noted. 

In food poisoning, the victims often re- 
ceive a single dose of enterotoxin that was 
already produced in the food prior to its 
ingestion. Although large numbers of the 
staphylococci also will be ingested, they do 
not have time to multiply fast enough to 
produce much more enterotoxin in the bow- 
el. Before the growth of bacteria occurs, 
the patient is already having symptoms of 
vomiting and diarrhea due to the prein- 
gested toxin, even to the point of shock. In 
the emergency the parenteral administration 
of fluids and codeine or morphine usually 
tides the patient over this explosion. If the 
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physician has an inkling of the cause of this 
sharp illness, stained smears of vomitus or 
stool may disclose numerous gram-positive 
micrococci, and certainly cultures will do 
so. In such cases of food poisoning, paren- 
teral doses of penicillin or erythromycin will 
prove rapidly effective. 

Staphylococcal or micrococcal enteritis 
may develop after the administration of an- 
tibiotics which have suppressed the normal 
intestinal flora and favored the growth of 
the antibiotic-resistant micrococci. In such 
instances the patient’s body provides a med- 
ium for growth of the germ, with a continu- 
ing production of both enterotoxin and bac- 
teria. In typical cases, the patient has either 
been under treatment for pneumonia or is 
convalescing from a surgical procedure, The 
time interval from the onset of antibiotic 
therapy to the development of symptoms 
varies, but as a rule it is not less than three 
or four days; however, it may be two weeks 
after an operation for which preoperative 
antibiotics were given. In the surgical cases, 
histories frequently show that the patients 
have eaten poorly after operation, and that 
the intake of meat has been especially low. 

While the first symptoms are merely ab- 
dominal pain and unrest, a rapid and often 
frightening development of diarrhea may 
follow. The bowel actually squirts and pours 
out fluid, such as is deseribed in cholera pa- 
tients. This outpouring of fluids, together 
with a rise in temperature, is both dramatic 
and terrifying. The slightest warning of 
these signs should prompt rapid and ample 
replacement of fluids and electrolytes in- 
travenously. Smears of the stool or vomitus 
are stained for the presence of the micro- 
cocci. Of course, cultures should be taken at 
the same time. If it has not already been 
given, erythromycin should be administered 
by mouth in doses of 300 to 500 mg. every 
four to six hours. Neomycin is also effective 
in doses of 250 mg. every four hours. Also 
bacitracin is given orally in doses of 5,000 
to 20,000 units every six hours. 

Staphylococcal infections have always 
been resistant. Penicillin has proved effec- 
tive in controlling them, but in the six years 
previous to this report 50 per cent of all 
pathogenic strains have become resistant to 
it. It is not easy to identify pathogenic mi- 
crococci in carriers or in cultures of any 
material. The report of a positive smear or 
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culture, unless adequately studied, is not 
proof of a pathogenic strain. In a hospital 
population, an increasing number of both 
workers and patients have pathogenic sta- 
phylococeal infections in the nose; of 54 pa- 
tients and 209 contacts in the hospital, 74 
per cent of the patients and 33 per cent of 
the attendants carried resistant strains of 
micrococci, 

This is another reason why antibiotics 
should not be used indiscriminately, as for 
common colds or vague aches and pains, In 
the preparation of patients for intestinal 
operation, our present program, which lasts 
48 to 60 hours, includes the oral adminis- 
tration of 250 mg. of Neomycin and 50 mg. 
of Terramycin every 6 hours. Added to this 
schedule is the usual program of rectal ir- 
rigations, saline laxative, and low-residue 
diet. Thus far this regimen has helped the 
patient to escape the tragedy of micrococcal 
enterocolitis; quite surely, resistant strains 
will again appear, and another weapon will 
be found. 


Diverticula of the colon 


Diverticula of the entire gastrointestinal 
tract are common. Certain congenital, true 
diverticula involve all coats of the intestinal 
tube. These are much less common than the 
acquired type; they are found with increas- 
in frequency among patients who have 
passed their fortieth year and predominant- 
ly in the lower left portion of the colon. At 
least 10 per cent of the people more than 
40 years of age and, | think, probably 25 
per cent of those more than 50 are found to 
have diverticula of the colon. The sacs or 
pouches are really herniations of the in- 
testinal mucosa and submucosa through 
weakened portions of the intestinal wall, 
usually at the site of the entrance of blood 
vessels. They are commoner in men than 
women in a ratio of 1.6 to 1, and com- 
moner in obese people. 

A series of 47,000 consecutive barium 
enemas") showed 4,000 people of all ages 
to have diverticula; 600 had evidence of 
diverticulitis, of whom 144 required an op- 
eration. In one sense this would suggest that 
144 of 4,000 people having diverticula (3.6 
per cent) will require operation. This fig- 
ure, while still high, is probably a fair indi- 
cation of the relative infrequency of pa- 
tients requiring operation for diverticula of 
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the colon. The other figure of 600 people 
who had diverticulitis of the colon and of 
whom 144 required operation is not a true 
reflection of the over-all incidence of diver- 
ticulitis, Certainly a fourth of the patients 
having diverticulitis do not require opera- 
tion. Actually only about 10 per cent of a 
large group of patients having diverticu- 
litis underwent surgical procedures. 

We know that diverticulosis produces 
no symptoms, If inflammation ensues, then 
symptoms do occur: pain, fever and ob- 
structive signs in two thirds of the cases, 
and inflammatory signs in a third. Bleeding 
from the bowel should rarely be held as a 
symptom of diverticulitis; while it may and 
can occur, it is really a most uncommon 
symptom, Fistulas, either through the ab- 
dominal wall or into adjacent viscera, de- 
veloped in 42 per cent of the surgical group. 
Voiding of gas is prima facie proof of a fis- 
tula into the bladder. 

The medical management of diverticulos- 
is, though minimal, is wise from a prophy- 
lactic viewpoint. These patients should 
avoid eating hard particles, sometimes 
called “cinders,” such as nuts, big seeds as 
in grapes, and large berry seeds, Also, it is 
wise for them to take a swallow of 1 or 2 
drams of mineral oil two or three nights a 
week. 

The treatment for diverticulitis includes 
rest in bed, the application of heat to the 
abdomen, gentle rectal irrigations of warm 
saline solution, a liquid diet (or maybe only 
intravenous fluids for a day of two) and an- 
tibiotics. As the attack subsides, a low resi- 
due diet is provided first, followed by re- 
sumption of a normal diet. Mineral oil, to be 
taken orally at bedtime, is prescribed. The 
use of antibiotics is discontinued as soon as 
possible. When fever and tenderness have 
subsided, the patient may be allowed out of 
bed, The tendency is to let the patient up too 
soon. For aftercare, the same simple sug- 
gestions should be followed as for patients 
having diverticulosis—that is, no cinders in 
the diet, and mineral oil at night. Many pa- 
tients, amazingly, do not suffer further 
acute attacks. 

The more unfortunate patient whose at- 
tack is complicated by perforation or in- 
creasing obstruction must undergo opera- 
tion at what seems to be the favorable 
time. If a patient suffers recurring bouts 
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of infection with periods of disability, op- 
eration is advisable. Never hesitate to urge 
operation if x-ray examination shows evi- 
dence that the region involved has short, 
sharp borders. More often than not the con- 
dition is cancer and not diverticulitis in 
such cases. In general, if operation is ad- 
vised, the curative procedure is resection of 
the affected region. Drainage of an abscess or 
a temporary colostomy without resection of 
the involved portion may tide the patient 
over an emergency, but these measures are 
rarely curative. 

The over-all picture of this problem is 
good", Fully two thirds of the patients 
with diverticulitis have little or no further 
trouble. About a fourth will have some 
trouble but not severe, leaving about 10 per 
cent who will require surgical measures. 
This, however, does not apply to patients 
having diverticulosis. There is no longer 
the reluctance to advise operation now that 
we have splendid measures to control in- 
fection. While some patients may need a 
two-stage procedure, many patients can be 
taken care of with a one-stage procedure, 
which is indeed a great change from pre- 
antibiotic days, when a surgical procedure 
was usually measured in stages over weeks 
and months and was accompanied by an ap- 
preciably high operative mortality rate. 


Regional Enteritis and Chronic 
Ulcerative Colitis 


In my discussion of regional enteritis and 
chronic ulcerative colitis, the word “‘coli- 
tis” is used to mean inflammation of the 
lining of the colon. It may be due to many 
different diseases, but unless colitis can be 
proved by barium enema or sigmoidoscopic 
examination or both, it is not colitis. 

Although much has been written on 
chronic ulcerative colitis and regional en- 
teritis, we are still awaiting the answers as 
to why these diseases develop and what 
causes them. Countless avenues of etiologic 
ideas have been pursued futilely. Clinically 
we do not know much about these diseases. 
Both are related to or increased by emo- 
tional stress, intercurrent infection, malnu- 
trition, and food allergy. None of these four 
factors cause the disease, but they may ini- 
tiate it or produce relapses. Diarrhea, fever, 
and abdominal pain are present. In ulcera- 
tive colitis there may be only rectal dis- 
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charges and no real diarrhea, if the process 
is distal to the rectosigmoidal region. 

A curious incidence of perirectal abscess 
and fistula occurs in 20 per cent of the pa- 
tients having regional enteritis and in only 
6 per cent of those having ulcerative colitis. 
As the disease progresses, polyps and pseu- 
do-polyps develop in about 19 per cent of 
the colitis patients; carcinoma will develop 
in more than 5 per cent. Neither compli- 
cation develops in patients having enter- 
itis. Stricture of the bowel occurs in 11 per 
cent of colitis patients, with perforation in 
4 per cent; stricture develops in approxi- 
mately 33 per cent of the enteritis patients, 
with perforation in 20 per cent. In both 
groups gross hemorrhage is rare, but may 
occur in 1 to 2 per cent; bleeding can be 
profuse, as the patients may pass clots of 
blood and fill a bedpan with almost pure 
blood, 

-athologic studies show a curious par- 
allelism. While there are some distinct mi- 
croscopic differences in the appearance of a 
specimen from a segment of bowel affected 
with ileal enteritis as compared with one af- 
fected with colitis, yet a part of the colon 
which is the site of a progressing enteritis 
is indistinguishable from a part affected 
with ulcerative colitis. 

Medical treatment for regional enteritis 
is not encouraging. It includes rest in bed, 
or at least quiet and ease of living, and a 
high-protein, low-residue diet, always mak- 
ing concessions to any seasonings or bever- 
ages or mode of cooking—if the patient will 
eat! It is more important for the patient to 
eat than to be concerned over strict ob- 
servance of a diet sheet. Sedatives, such as 
small doses of phenobarbital two to four 
times daily, help the high-strung, anxious 
patient. Antibiotics and sulfonamide drugs 
seem valueless or of minimal aid unless 
there is reason to fear impending or actual 
perforation. Likewise, hormones (Cortone, 
Meticorten or corticotropin) are no more 
than boosters and when so used may be of 
some temporizing value. They are not cura- 
tive. Judicious and properly distributed 
doses of paregoric or codeine are helpful. 
Fear of addiction is constant, but this has 
seemed minimal to me over the years. I am 
more fearful if the patient takes tincture of 
opium or powdered opium than I am if he 
takes codeine and paregoric. 
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The medical management of colitis is es- 
sentially the same as for enteritis. Fre- 
quently, however, some definite value is de- 
rived from the oral use of sulfonamide 
drugs. I have used them all and have no 
great favorite. A sulfonamide drug that is 
not too well absorbed and presumably has 
its action in the lumen of the bowel, such 
as salicylazosulfapyridine (Azulfidine), 
may be best. | am puzzled as to why this 
drug is beneficial, but certainly many pa- 
tients are sure that it helps. Cultures of the 
stool do not show change of the usual flora 
after administration of Azulfidine, and 
neither the urine nor blood shows any of the 
drug in the circulation. I have no explana- 
tion. 

It should be remembered that blood trans- 
fusions are valuable weapons in the im- 
provement of these patients when they are 
depleted. In fact, some physicians rely chief- 
ly on transfusions, protein diet, and rest. 
“Peace and protein” is a good slogan for the 
colitis patient. 

Surgical procedures for patients having 
regional enteritis are a subject of much con- 
cern and doubt, and rightly so’. In cases 
in which stricture and obstruction due to a 
segment of thickened small bowel are the 
dominant signs, resection does result in 
cure of a high percentage of patients. When 
inflammatory features predominate, with 
fever and diarrhea, and when one or more 
skip areas are found, either by roentgen 
studies or surgery, the results are not favor- 
able. The rate of recurrence after resection 
in cases in which inflammation predomi- 
nates, or in cases in which the procedure 
was limited to exclusion only, is at least 40 
per cent; if resection is repeated, the rate 
is 80 per cent or more. 

X-ray treatment has been of some help in 
a small percentage of cases in which there 
is extensive involvement or if a recurrence 
follows operation. Probably one patient in 
five will be benefited by careful periodic ad- 
ministration of x-ray therapy. 

Surgical procedures must be done in cases 
of ulcerative colitis for cancer or possible 
cancer, obstruction from stricture, exten- 
sive perirectal infection, and rectal stric- 
ture, or if the colon is a shrunken, narrow- 
ed, and utterly destroyed tube. Except for 
temporizing emergency procedures, the only 
surgical operation for the colitis patient is 
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a permanent ileostomy and total colectomy. 
This is usually done as a one-stage proce- 
dure, although in some cases two stages may 
be necessary. Unfortunately, ileostomy and 
colectomy are rarely the end of troubles for 
the colitis patient'”’. Probably a sixth to a 
fifth of these patients have almost no post- 
operative or later living problems at- 
tributable to their disease, but 80 per cent 
or more do have obstructions, prolapses, 
strictures of the stoma, nutritional difficul- 
ties, and so forth. When the patient is 
properly indoctrinated before operation and 
the surgeon is both lucky and skillful as he 
fashions the ileal stoma, the ileostomy it- 
self is not too great a hurdle. It is the un- 
certainty of later complications that makes 
one reluctant to urge operation until all 
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conservative measures have been exhausted. 
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Recognition of Pulmonary Embolism 
HuGH H. Hussey, M.D. 


WASHINGTON, D. C. 


This paper is concerned with the common 
type of pulmonary embolism—the kind that 
results from lodgment of a blood clot in 
one of the pulmonary arteries. That ex- 
cludes from consideration such things as 
air embolism and embolism of amniotic 
fluid, and some other exotic varieties, 

If no other reasons were given for the 
importance of recognizing pulmonary em- 
bolism, the following would suffice. When 
a patient has had one episode of pulmonary 
embolism, he is sick, but he is also a can- 
didate for a subsequent episode. And with 
each succeeding attack the likelihood of a 
fatal termination increases. 

The principal sources of emboli are in 
the deep veins that drain into the inferior 
cava, Some 95 per cent have their origin 
there. A minority originate in other veins or 
in the heart itself. 

Certain cardiac conditions predispose to 
the development of thrombi within the heart. 
The main factors are cardiac enlargement 
and cardiac failure, auricular fibrillation, 
myocardial infarction and, rarely, bacterial 
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endocarditis involving the valves of the 
right side of the heart. 


Pulmonary Embolism Resembling 
Other Conditions 


The recognition of pulmonary embolism, 
when it presents a textbook picture, offers 
no problem. Too often, however, the picture 
is smudged, and the symptoms presented 
resemble other conditions. Arbitrarily, in 
order to make this presentation easier, I 
have divided the ways in which pulmonary 
embolism may mimic other disorders into a 
number of syndromes. 


Unexplained fever 

First on the list is unexplained fever. This 
condition is likely to be encountered espec- 
ially by the surgeon, Then it is seen usually 
during the postoperative phase—five days 
or longer after the operation — when a 
bounce develops in the patient’s tempera- 
ture chart. Perhaps there are no other symp- 
toms or signs at this phase, and indeed other 
conditions than pulmonary embolism may 
provoke this picture. The fact that there is 
fever, however, should suggest to the at- 
tending physician that pulmonary embolism 
is at least one condition to be considered. 

The patient who has unexplained fever as 
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a sign of pulmonary embolism is usually 
sick with some other disorder. So it is that 
he is a postoperative patient, or he has heart 
failure. And, looking closely, one finds that 
along with the fever there are other signs, 
particularly tachycardia or tachypnea. 


Cardiac syndromes 

Next are the cardiac syndromes. These 
are most likely to be encountered in patients 
who have heart disease to start with. 

The major manifestations include an ag- 
gravation or persistence of heart failure. 
The situation is familiar. A patient has been 
under treatment, and has been responding 
satisfactorily. Then his heart failure be- 
comes worse. This should always suggest, 
not that treatment is inadequate, but that 
some complication may have developed. One 
such complication is pulmonary embolism. 
Or the patient’s heart failure refuses to 
respond to usually effective therapy. Such 
persistence of failure is enough to suggest 
the possibility of embolism. 

In a patient who has coronary artery dis- 
ease to start with, it is not surprising that 
pulmonary emboli should provoke coronary 
pain, due in fact to coronary insufficiency. 
The lowering of blood pressure that some- 
times attends embolism and the blockade of 
arterial flow in the lungs are enough to 
create anoxemia, and this in turn provokes 
the coronary pain, In cardiac patients, the 
embolism commonly is accompanied by oth- 
er signs. These include fever, mild icterus, 
and an increase in the cardiac rate. 

I am going to gloss over the problem of 
cardiac manifestations in a patient who does 
not have heart disease to start with. The 
most important, of course, is acute cor pul- 
monale, I will leave the elucidation of those 
symptoms for another time and mention 
one point only: Sometimes the electrocardio- 
gram, taken incidentally because the patient 
obviously has some kind of cardiac problem, 
gives the clue to the diagnosis. It shows 
right axis, a deep S,, a prominent Q,, and a 
tendency for the T waves to be abnormal in 
those precordial leads recorded from the 
right side of precordium. 


Pulmonary syndromes 

It is easy to understand why a patient 
with pulmonary embolism that progresses 
to infarction should have symptoms of pleu- 
risy. The anatomic structure of the embolus 
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brings it to the pleural surface, where irri- 
tation produces a pleural-type pain. 


Sometimes this pleurisy is overlaid with 
an effusion, so that the infarct itself may 
appear indistinct in a chest film or other 
methods of examination. Such an effusion, 
if tapped, may give an important clue to the 
diagnosis, since commonly it contains red 
blood cells. 

Pulmonary consolidation is manifested in 
a variety of ways. For example, it is easy 
to recall the kind of chest film which the 
roentgenologist interprets as indicating uni- 
lateral or even bilateral pneumonitis. That 
diagnosis may be quite compatible with the 
clinical symptoms and signs. One fact may 
stand out in such a film — cardiomegaly. 
When a cardiac patient shows evidence of 
pulmonary consolidation, suggestive perhaps 
of bronchopneumonia or even lobar pneu- 
monia, some thought should be given to the 
possibility that it is not pneumonitis but 
pulmonary infarction after all, 


We are confused sometimes by the shape 
of an infarct. Anatomically, an infarct has 
a conicfl shape, and if it is situated prop- 
erly with respect to the passage of the x- 
rays before they reach the film, it will look 
like a triangle in the chest film. Sometimes, 
however, in the two-dimensional chest film, 
it appears oval or round, 

Occasionally, very early in the course of 
pulmonary embolism, abnormal radiolucency 
can be detected. It is apparent that when a 
pulmonary artery is obstructed, blood will 
no longer be delivered to the segment of 
lung corresponding to the obstructed artery. 
Close examination of a chest film may re- 
veal that vascular markings have disappear- 
ed from that area. 

Commonly, the infarct is at the costo- 
phrenic angle. Here, since it involves several 
pleural surfaces, it has a triangular shape 
just opposite to the one usually expected. 
The apex of the triangle at the costophrenic 
angle points away from the hilum, and the 
base of the triangle is directed toward the 
hilum. 

When infarcts group together, the con- 
glomeration is likely to assume a bizarre 
shape. 

Occasionally, it becomes apparent that 
a pulmonary lesion was indeed an infarct 
by the manner in which it heals. Three-di- 
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mensionally, an infarct heals the way an 
umbrella closes. Since a chest film is two- 
dimensional, the infarct appears to heal the 
way a lady’s fan closes. 

Confusion of infarction with lung tumor 
can be exemplified by a brief case story. 
The patient was an elderly man who had had 
a cough for a long time. He was a heavy 
smoker, and one day, without any other 
special aggravation of his cough, he spat 
some blood. A chest film disclosed a density 
of the left hilum toward the base. The phy- 
sician who saw him thought that this might 
be bronchogenic carcinoma, The patient was 
promptly referred to a thoracic surgeon. A 
few days elapsed before any special studies 
could be done, Then, fortunately, the surgeon 
elicited the story that after a long automo- 
bile ride the patient had noticed a little ach- 
ing in one leg—the kind anybody expects af- 
ter a long drive. In addition, there had also 
been a little swelling, such as might be ex- 
pected. A subsequent chest film, along with 
that story, however, was enough to establish 
that the lesion was after all a pulmonary in- 
farct and not a lung tumor, 

Most pulmonary infarcts do not become 
infected, and rarely do they undergo necro- 
sis. Once in a while, however, one does be- 
come secondarily infected or, because with 
bronchial obstruction an element of infec- 
tion will be introduced, lung abscess results. 
Because such abscesses are close to the 
pleural surface, empyema is a common com- 
plication. The routine use of antibiotics in 
the management of uninfected pulmonary in- 
farcts will not prevent these complications, 
which usually appear late in the course of 
the disease. 

Shock syndromes 

The shock syndromes of pulmonary em- 
bolism include (1) syncopal attacks, (2) 
shock, and (3) cerebral effects. Let us pass 
over the first two and discuss briefly the 
third. Syncope is the kind of trouble that is 
likely to be encountered in the elderly pa- 
tient who has some cerebral arteriosclero- 
sis to start with, and in whom anything that 
unfavorably tips the blood flow to the brain 
may produce cerebral symptoms. Pulmon- 
ary embolism is one of the conditions that 
has this effect. So it is that a pulmonary em- 
bolus in the elderly patient may cause some 
lowering of blood pressure that goes un- 
detected at the time. As a consequence of 
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the cerebral anoxemia, in addition to the 
diminished blood flow to the brain (both 
anatomic and functional), he presents the 
signs of a stroke. At this stage the signs of 
stroke predominate in the physician’s eyes, 
and he may overlook the underlying cause. 
It need not be pulmonary embolism, It 
could equally be myocardial infarction, 
bleeding into the gastointestinal tract from 
a peptic ulcer, or some other condition. I 
plead with you to consider the possibility 
that some complication may occasionally be 
the cause of an old person’s stroke. It need 
not be due entirely to intrinsic vascular dis- 
ease of the brain. 

Syncope 

Syncope as evidence of pulmonary embo- 
lism usually appears in a patient who is 
already sick. Perhaps he is a man who is 
convalescing from myocardial infarction. 
When he faints on first getting out of bed or 
on straining a little to move his bowels, the 
thought arises, “Well, this is to be expected; 
it is a part of convalescence.” It may be, but 
it may also be an announcement of pulmo- 
nary embolism. 

Syncope in a patient who seems to have 
been previously well is not uncommon, but 
I will relate a story concerning my own er- 
rors. A young woman thought to be two 
months’ pregnant was admitted to the hospi- 
tal because of three episodes of fainting dur- 
ing the preceding 10 days. The last one had 
persisted some 15 minutes and had alarmed 
her family a good deal. On admission a phy- 
sical examination revealed nothing remark- 
able except the indication of a few months’ 
pregnancy. She was sent to the x-ray de- 
partment for a chest film as a part of her 
routine workup. While there she had another 
episode of syncope, There was an opportun- 
ity then to measure her blood pressure, 
which was not recordable. She recovered 
from that episode within a few minutes. 

Staff members who were present at the 
moment noticed that she had been breathing 
rapidly just before the syncope began. The 
next day she was presented at so-called 
“grand rounds” for consideration by all the 
staff. In masterful style, I elicited a story 
that seemed to make it quite evident that 
this young woman was suffering from con- 
siderable nervous strain and had been afflic- 
ted with the hyperventilation syndrome. In 
other words, she would get nervous and 
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breathe fast; this would cause changes in 
the electrolytes, and she would become un- 
conscious. I made this story so plausible that 
I was as shocked as anyone else the next 
day when she became unconscious again and 
failed to recover. About 12 hours later she 
died, not having come out of shock. It was 
not until the final stage of illness that anyone 
got around to measuring her lower extremi- 
ties. There was no obvious edema, but it was 
apparent that one leg was larger than the 
other. A chest film obtained two days 
before death, after several episodes of em- 
bolism, was entirely normal except for some 
prominence of the pulmonary conus area, 
perhaps indicative of pulmonary hyperten- 
sion. At autopsy, multiple pulmonary emboli 
without infarction were found, and one mas- 
sive embolus that must have been the last 
was occluding the bifurcation of the pul- 
monary artery. 
Conclusion 

The recognition of pulmonary embolism 
has more than academic interest. It is of 
real, practical significance, because there is 
every reason to try to prevent the next epi- 
sode, Often, because of the close association 
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of this condition with venous thrombosis, 
the reinforcement of a diagnosis of pulmo- 
nary embolism comes by examining the 
lower extremities closely for evidence of 
venous thrombosis. Those evidences may not 
be prominent. They may require an exami- 
nation that is indeed close. 

The influence of pulmonary embolism on 
prognosis is bad in a general sense, but in 
another it may imply a good outlook, Con- 
sider the man whose heart failure is going 
badly. Two possibilities come to mind: (1) 
his heart disease is so bad that he won't 
recover; (2) he has a complication, and if 
the complication subsides, he may be _ bet- 
ter. When the complication is pulmonary em- 
bolism and when subsequent episodes of 
embolism can be prevented, the prognosis, 
in a sense, is better than it might be other- 
wise. 

Finally, the recognition of pulmonary em- 
bolism is a clear directive to the physician 
to begin doing something to prevent the 
next episode. What he does depends to some 
extent upon his inclination and previous 
training; but, by and large, anticoagulant 
therapy seems the most effective answer. 


Mental Health Needs and Resources in North Carolina 


Preliminary Report to the North Carolina 
Academy of Preventive Medicine of 
Committee Number One for the 
Study of Mental Health 
FRED G. PEGG, M.D.* 


WINSTON-SALEM, N. C. 


At a meeting of the Academy of Preven- 
tive Medicine at Chapel Hill, January 17, 
1955, certain projects that might enhance 
the prestige of the Academy and serve to 
advance public health were considered. 
Among them was the study of mental health, 
and two committees were appointed to car- 
ry out this study. The consensus of the 
Academy was that all phases of mental 
health should be considered; that the study 
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should be continuous; and that long range 


‘objectives should be set up, with suggestions 


as to how to attain them. 


Our committee was assigned “To con- 
sider methods useful in determining the 
needs of the community in reference to ser- 
vices for the prevention or alleviation of 
mental diseases, including techniques and 
indices which might be useful.” It soon be- 
came apparent that it would be difficult to 
limit our studies to the area specifically as- 
signed. This matter was discussed with the 
chairman of the other committee, which had 
been assigned to consider a mental health 
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program for a community which did not 
necessarily require a preliminary survey— 
for example, what clinics might be estab- 
lished, what education might be used, what 
services might be rendered, and how mental 
hygiene can be incorporated into public 
health services. It was decided to include 
other phases of mental health in our survey, 
and, in order to prevent duplication, to com- 
bine the reports prior to final presentation 
to the Academy. 

General Survey of Mental Health Problems 

The first step in this study was to make a 
general survey of the mental health prob- 
lems and needs of the community. It was 
intended to get as much factual information 
as possible and, at the same time, to deter- 
mine the thinking and reaction of the pub- 
lic to mental health generally. For example, 
what community mental health problems 
are considered most important, how can 
these problems best be met, what additional 
facilities are needed, and so forth. We dis- 
cussed mental health with members of the 
medical profession, welfare departments, 
schools, juvenile courts, ministers, person- 
nel directors of industries, social workers, 
psychiatrists, and others. All persons inter- 
viewed expressed great interest and seemed 
anxious to cooperate; however, the majority 
saw the problem from a limited point of 
view rather than as an over-all need, This 
attitude was to be expected, since each 
person was interested primarily in mental 
health as it affected his work. General in- 
formation and attitudes in the survey were 
easy to obtain. On the other hand, specific 
and detailed data were, in most cases, non- 
existent. 

When we began to compile the results of 
our studies, we were struck by the fact that 
many different people and groups were deal- 
ing with different phases of the problem. 
Since we were trying to conduct our study 
from the community point of view, we de- 
cided that it would be worth while to classify 
mental health problems as nearly as pos- 
sible as they were seen by the people of the 
community who deal with them from day 
to day. 

Mental Health Problems as Seen by 
the Community 
The psychotic group 
The group in which the community seem- 
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ed to be most interested was the psychotic, 
which includes those individuals who have 
been treated and returned to the commun- 
ity, those under treatment, and those who 
are psychotic but who have not been diag- 
nosed, 

It is not too difficult to determine the ap- 
proximate number of psychotic patients in 
a community. Records of those committed to 
mental institutions are available in the of- 
fice of the clerk of the court. Certain cases 
being treated in private instiutions are 
not recorded, but this number is relatively 
small, The number of new patients who re- 
quire admission to a hospital each year is 
approximately 75 per 100,000 population. 
Most of these require treatment for a year 
or more, some for much longer, and many 
for life. Thus the care of the psychotic pa- 
tient becomes tremendously important. No 
other single medical problem is of such con- 
cern to the community. While the incidence 
of tuberculosis is close to that of psychosis, 
the shorter hospital stay and the higher 
recovery rate of tuberculous patients make 
this disease second in importance. 

Let us look for a moment at the problem 
the psychotic creates in the community. 
Considerable stigma is attached to mental 
disease, and people are still reluctant to 
acknowledge that a member of their family 
is insane. They tend to delay treatment un- 
til it becomes absolutely necessary, and 
even then try to keep it as secret as possi- 
ble. 


Furthermore, the average individual is 
poorly informed as to the early symptoms 
of insanity. Yet the patient rarely has any 
insight into his condition and must depend 
on his relatives and friends to make or 
suspect the diagnosis and get him under 
treatment. Consequently, the diagnosis is 
frequently delayed until the disease has ad- 
vanced beyond the early stages and the pa- 
tient has become unmanageable. Only then 
does the family reluctantly accept his con- 
dition and recognize their need of advice. 
Usually they consult the family doctor, who 
all too often is not able to give much help. 
The average physician is not well acquainted 
with the various types of mental illness and 
has little interest in such patients. As a 
rule general hospitals will not accept psy- 
chotic patients for treatment, and it is of- 
ten difficult to make a proper diagnosis in 
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the home. As a result, many patients have to 
be confined in local jails, which, of course, 
lack adequate diagnostic and treatment fa- 
cilities. Treatment is thus further delayed 
and the chances of arresting or curing the 
disease are greatly diminished. 

Not only is diagnosis delayed, but often 
facilities in state hospitals are not readily 
available, and it is necessary to keep the pa- 
tient confined in jail for a period of several 
days or even weeks. This situation usually 
serves to aggravate his mental disorder. 

Most psychotic patients are treated in our 
state psychiatric institutions, and a good 
percentage are eventually returned to the 
community from which they came. Unfor- 
tunately, little or no follow-up facilities 
exist. Almost no social work is done, and 
the patient returns to the same home and 
community problems that helped to bring 
about his break-down in the first place. Fre- 
quently the family has not been told how to 
help him re-adjust to home and community 
life, and there are few clinics where he can 
continue to receive psychiatric help and 
guidance. For this reason, a relatively large 
number of patients suffer unnecessary re- 
lapses and have to be re-admitted to the 
hospital. 

Emotionally disturbed children 

Community interest was most high in re- 
gard to children with emotional or per- 
sonality disturbances so severe as to inter- 
fere seriously with their adjustment to 
school and family life. 

Unfortunately, it is almost impossible to 
evaluate this problem statistically. It is cer- 
tainly widespread. One pediatrician, on be- 
ing asked what percentage of his practice 
consisted of emotional problems, replied that 
at one time or another every child needs 
guidance or help with this type of problem; 
however, only about 5 per cent of his pa- 
tients came to his office primarily because 
of emotional disturbance, 

In a typical community the juvenile court 
handled 550 cases per 100,000 population; 
however, in only 135 cases was the child 
involved considered to be definitely delin- 
quent. Despite the interest of parents, 
schools, child guidance clinics, and so forth, 
exact figures are not available. We were 
interested in finding out what the commun- 
ity considered were the causes of delin- 
quency and emotional problems in child- 
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ren. The majority seemed to blame the fail- 
ure of the family and the community to- 
ward the child. It was frequently pointed 
out that physical and mental handicaps were 
also a big factor. Most communities appear 
to be much better able to handle the prob- 
lem child than they are the psychotic pa- 
tient. 

An unfortunate misconception in regard 
to child guidance clinics seems to exist in 
many communities. Unintentionally, the 
public has been led to expect more from 
such clinics than they can possibly offer. 
In fact, many people seem to think that the 
establishment of a clinic will solve all their 
mental health problems. They have worked 
to establish clinics with this idea in mind, 
only to find that the clinics were unable to 
care for anything like the number of child- 
ren needing help. This, of course, is no fault 
of the clinic; but the public should be in- 
formed as to what a given clinic can do, and 
should not be led to expect miracles, 

In setting up a child guidance clinie in 
an area, it would appear wise to let the pub- 
iic know beforehand that a clinic designed 
to meet the needs of 50,000 or 75,000 people 
cannot be expected to serve a quarter of a 
million population. This is what has hap- 
pened in several areas in North Carolina. 
*sychoneurotic adults 

Adults with psychosomatic and psycho- 
neurotic symptoms severe enough to ineca- 
pacitate them partially or completely were 
of little interest to the community general- 
ly; however, these persons were of consider- 
able concern to their families and to physi- 
cians. Such illnesses should probably be re- 
garded as having both physical and emo- 
tional aspects. It is impossible to determine 
the number of individuals who fall into this 
classification. Many general practitioners 
say that from 30 to 50 per cent of their 
patients have illnesses of this type. Some 
clinics report that from 60 to 70 per cent 
of their patients come primarily because of 
psychosomatic symptoms, Actually the fig- 
ure is probably much lower than indicated 
because patients of this type tend to drift 
from one doctor to another and remain al- 
most constantly under medical care. Most 
doctors easily recognize these patients, but 
few are inclined to give the necessary time 
for handling such cases properly. The num- 
ber referred to psychiatrists is relatively 
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low because of the scarcity of psychiatric 
help and the high cost of treatment. 


Mentally retarded children 

The number of mentally deficient, or re- 
tarded, children depends entirely on the 
method of the classification used, and may 
vary from 2 or 3 per cent to 10 per cent of 
the total child population. The number of 
severely retarded children is relatively low, 
and the diagnosis is easily made, At pre- 
sent little can be done for these children, 
and they become candidates for institutional 
care, 

The larger group of less retarded child- 
ren, probably approaching 8 to 10 per cent 
of the population, presents a greater prob- 
lem. They are unable to do normal school 
work or enter any of the skilled trades or 
professions, and are therefore more likely 
to become delinquent or emotionally dis- 
turbed. Medical treatment up to now has 
little to offer; however, if mental retarda- 
tion could be recognized early and special 
educational and vocational provision made, 
the community’s problem would be consid- 
erably lessened and many potential de- 
linquents and petty criminals might be made 
into useful citizens. Early recognition and 
the provision of special therapeutic and edu- 
cational facilities seem to offer the only an- 
swer at present. 

Most communities seem to understand the 
problem of mental retardation and are try- 
ing to do something about it. However, the 
high cost and lack of trained personnel in 
our school system make progress slow. 


Special problems 

Psychopathic and constitutionally inade- 
quate personalities, chronic alcoholics, men- 
tally deficient adults, and deteriorated cases 
create widespread and distressing social 
problems. The drunkards, the ne’er - do - 
wells, the petty criminals are encountered 
in every community. They clog the courts 
and swell the relief rolls of the welfare de- 
partments. They are everybody’s concern, 
but the public attitude is still largely one of 
contempt and hopelessness. 

In recent years Alcoholics Anonymous has 
done some excellent work in rehabilitating 
the chronic alcoholic, Clinics are now being 
started in some areas to which alcoholic 
individuals can come for medical, psychia- 
tric, and social service. The results have 
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been promising, and the public attitude to- 
ward the alcoholic is changing. 

The psychopathic, mentally retarded, de- 
teriorated cases are less hopeful. Psychia- 
tric, psychologic, and social studies of these 
individuals, with records available to courts, 
welfare, and social service, would be of 
help, Mental and vocational evaluation could 
then be made and possibly some type of su- 
pervision devised to keep many of them at 
work and out of mischief. Supervised work- 
shops where they could be kept indefinitely 
might be set up. No one seems to have a 
ready or easy answer. 


Resources and Needs 

The second part of our survey was aimed 
at determining the resources and needs for 
a community mental health program. Since 
these vary considerably, it was obvious that 
no one community could be used as a basis 
for a study of this type. 

When this study was completed, we real- 
ized that our findings were quite similar to 
those obtained by the Department of Men- 
tal Hygiene of New York State and pub- 
lished in 1954. We are therefore quoting ex- 
tensively from the New York report, “New 
Program for Community Mental Health Ser- 
vices,” noting where our findings vary. We 
believe that the similarities between the two 
studies indicate that mental health pro- 
grams and problems throughout the coun- 
try are very much alike. 

. . » Nowhere in the State (New York) were 
there adequate services at the community lev- 

Services were unevenly distributed through- 
out the State. Except for a few localities, men- 
tal hygiene clinics were the only mental health 
service and the range was from one team for 
30,000 people to one team for 353,000. [Cor- 
responding figures in North Carolina range 
from 400,000 to 700,000.] 

At the local level, there exists no single gov- 
ernmental agency charged with responsibility 
for community mental health. Significant parts 
of a total mental health program are provided 
in many communities by education authorities, 
by welfare officials, by public health depart- 
ments and by courts, but nowhere is there a 
central planning body for mental health ser- 
vices. The result is overlapping, duplication, 
and gaps in service, and overextension of their 

programs by some agencies. 

Fragmentation of services at the local level 
was aided by the fact that financial support, 
although limited, was available from a number 
of state departments and agencies .. . 
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The mental hygiene clinic is the community 
service which is in greatest demand at the pre- 
sent time. This is a relatively high per capita 
cost service requiring psychiatrists, psycholo- 
gists, and psychiatric social workers as the nu- 
cleus for the clinic team. This high cost coupled 
with the shortage of trained personnel makes 
it necessary to plan services for fairly large 
population groups. 

In 1948, the former Federal Security Agency 
recommended a ratio of one psychiatric clinic 
per 100,000 population. However, recent ex- 
perience in the operation of community mental 
health clinics indicates that a more realistic 
estimate of need may be one full-time clinic 
for each 50,000 people... 

Any permanent program must take into ac- 
count the fact that, up to the present, mental 
health services have been developed by a var- 
iety of public agencies and by a large number 
of voluntary organizations. The present inade- 
quate level should not be worsened by setting 
up a system which would compel the giving up 
of any existing qualified service. Moreover, 
comprehensive programming for community 
mental health requires the combined efforts of 
health, education, welfare, judicial, and correc- 
tional agencies, both public and private. It is 
equally true, however, that there is an urgent 
need for coordination and integration by a 
single, responsible agency of local govern- 
ment... 

There are five categories of community health 
services. 

The first category is the one which includes 
the greatest volume of services outside the 
hospital. These are involved with the process 
of making an early diagnosis and providing 
early treatment for individual cases of mental 
disorder. In this category may be included all 
of the mental hygiene and child guidance clin- 
ics, in-patient psychiatric services in general 
hospitals, and the case finding efforts of school 
systems, welfare agencies and public health 
departments. 

The second category of service in the com- 
munity is that of rehabilitating the discharged 
or convalescent patient from the mental hos- 
pital. The after care clinic system has grown 
up to a remarkable extent and covers most of 
the communities of the state. Although there 
are weaknesses in the present intensity of re- 
habilitative services to convalescent and dis- 
charged patients, nevertheless an enormous 
number of people are seen every year in the 
after care clinics of the state hospitals. In 
some communities there are the beginnings of 
locally operated programs for rehabilitation, 
particularly for discharged patients. [Our re- 
habilitative and follow-up services on both the 
local and state level seem to be inferior to those 
of New York State.] 


A third category of community mental health 
services may be labeled consultative. These are 
services rendered by trained mental health per- 
sonnel to professional staffs of other agencies 
such as welfare departments, schools, courts, 
public health departments and so on. They deal 
with questions regarding the mental status and 
the probable abilities of an individual to fit into 
the usual practices of the agencies seeking 
the consultation. 


A fourth category may be called educational. 
Under this heading may be included all those 
activities carried out by mental health person 
nel to communicate to cther professionals and 
to the general public what has been learned 
from the clinical relationships of mental health 
personnel regarding the problems of human 
personality. These activities are directed to- 
ward teachers, physicians, ministers, parents, 
policemen, and all other individuals who have, 
because of their occupational or other relation- 
ships, special responsibilities for the welfare 
and the mental health of other persons. This 
field of mental health education has only begun 
to develop, There are many untapped areas of 
work, areas where almost nothing has been 
done systematically up to the present time to 
improve the understanding of occupations 
which have a crucial relationship to the think- 
ing and feeling of people about personality. 


The fifth and last category of community 
mental health services may be called preven 
tion. At the present time, it is the least volum- 
inous of all of the mental health activities, al- 
though it is probably the most important, It 
is true that all of the four categories previously 
mentioned have been considered to be preven- 
tive or prophylactic. This fifth category, how 
ever, refers to specific efforts so to deal with 
facts of community life as to reduce the fre- 
quency with which personality disorders occur, 
Two general divisions of this category may be 
described—those where the disease has an o1 
ganic cause which is preventable; and those 
where we believe the disease has a psycholog- 
ical cause. With respect to the first division, 
preventable causes can be grouped into trauma, 
infection, malnutrition and poisoning. Examples 
are venereal disease control programs, the 
problem of rubella during early stages of preg- 
nancy, the adequacy of nutrition during preg- 
nancy, the problem of minimizing complications 
of brain injury, and the treatment of the in 
fections of childhood like measles so as to avoid 
encephalitic complications. In the matter of 
psychological causation, there is need, for ex 


ample, to be concerned with the maintenance 
of the primary relationship a young child has 
during the first years of life. Prevention here 
encompasses the implications of maternal sep- 
aration, of adoption and child placement prac- 
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tices, and of visiting regulations on the pedia- 

tric wards of general hospitals. 

No community can say that it has a complete 
community mental health program if it does 
not take into consideration all five of these 
activities and if there is not one agency and a 
group of people professionally preoceupied with 
the problem of seeing to it that all five of these 
categories of services are provided to the peo- 
ple of the community to the extent now pos- 
sible. 

To these needs we have added a sixth 
category which could be labeled statistical 
data, Such data are needed for several rea- 
sons. It is necessary if the community is to 
understand and appreciate its immediate 
problems in mental health, as well as in 
setting up a well planned program, It is also 
necessary for establishing base lines for 
comparison with future statistical data to 
determine trends in mental health prob- 
lems. In no area in the local community did 
we find a serious attempt to compile statis- 
tical data on mental health, even though 
in some instances such information and 
records could be rather easily obtained, For 
example, the clerk of court’s office has 
records of admissions to our state institu- 
tions for the treatment of insanity. The wel- 
fare department has records of juvenile de- 
linquency, admissions to correctional insti- 
tutions, feeble-mindedness, and so forth, It 
would appear that the compilation of such 
data is essential to the development of a 
good community mental health program. 


How Well Are our Present Needs 
Being Met? 

In an effort to answer this question, two 
simple studies were made. The records of 
admissions to our state hospitals for the 
past year were surveyed to find out whether 
or not the patients had been seen by psy- 
chiatrists and if they had received proper 
diagnosis and treatment prior to commit- 
ment, It was found that 6 per cent had been 
seen by psychiatrists and could be classified 
as having had adequate study and treat- 
ment. Nineteen per cent had been seen by a 
psychiatrist in consultation only, and appar- 
ently to confirm the diagnosis and sign com- 
mitment papers, Seventy-four per cent had 
not been examined by a psychiatrist at all, 
and apparently few, if any, of these had re- 
ceived adequate study or treatment. 

The second study was carried out by send- 
ing a questionnaire to a small group of phy- 


February, 1956 


sicians. Although the group was small, it 
was designed to represent a cross-section of 
the medical profession. The questions asked 
were: (1) “What percentage of the patients 
you see in your office do you feel could be 
materially benefited by psychiatric treat- 
ment?”; and (2) “What percentage of the 
patients you feel would benefit by psychia- 
tric treatment are actually referred to psy- 
chiatrists?” As was to be expected, the num- 
ber of patients classified as needing psychia- 
tric treatment varied considerably, depend- 
ing on the type of the physician’s practice. 
Thus, the general surgeon said approxi- 
mately 10 per cent, while the replies of the 
internists and general practitioners ranged 
from 30 to 40 per cent. The over-all average 
was about 25 per cent. The percentage of 
patients actually referred to psychiatrists 
did not vary so widely. Among white phy- 
sicians the proportion ranged from 1 to 2 
per cent; among Negro physicians, 0.1 to 0.5 
per cent. 

As a third measurement, we decided to 
consider the proposed mental health clinic 
set-up in North Carolina on the basis of 
population the clinics will have to serve, and 
the estimated number that such clinics can 
serve adequately. Eight clinics must serve 
the entire population of the state—approxi- 
mately 4,500,000. This would mean that 
each clinic must serve about 550,000 per- 
sons, or from five to ten times the number 
it could be expected to serve adequately. It 
seemed safe to conclude from evidence of 
this type that mental health services are in- 
adequate, and even though the number of 
psychiatrists and other workers may _ in- 
crease considerably over a period of years, 
at no time in the foreseeable future will per- 
sonnel be commensurate with the needs, 


Summary and Conclusions 


In this survey we have tried to approach 
mental health from the standpoint of the 
local community and have considered three 
different aspects of the problem. What are 
the problems of mental health as the com- 
munity sees them? What are the mental 
health needs of the local community? How 
well are these needs being met? 

We realize how inadequate this survey 
has been. We realize that it has not been 
conducted in an accepted scientific manner 
and that it has not really revealed anything 
that we did not know before. We believe, 
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however, that it has some value and that 
from it can be drawn certain conclusions 
which may help to clarify our thinking and 
planning in mental health. 

1. Education is one of the primary needs 
in mental health. 

a. Although the psychoses constitute one 
of the most common serious diseases, the 
public is poorly informed about the early 
signs and symptoms and how to obtain early 
diagnosis and treatment. This situation is 
made worse because most mentally ill pa- 
tients are taken away from the local com- 
munity and treated in state institutions. For 
this reason, the public does not appreciate 
the extent and seriousness of mental dis- 
ease, The average hospital does not provide 
diagnostic and treatment facilities. As a re- 
sult, general practitioners have little inter- 
est in the handling of mentally ill patients. 
These factors have caused mentally ill pa- 
tients to receive late and inadequate treat- 
ment and care. 

b. Greater stigma is attached to mental 
illness than to any other disease, with the 
possible exception of syphilis. Why? There 
are several partial answers. The public has 
been led to believe that mental illness is 
something mysterious for which there is 
no explanation. People associate it with 
some hidden heredity taint, some confused 
Freudian concept or sex obsession, which 
really means nothing to them but which 
serves to attach a high degree of stigma to 
the condition. Would it not be much simpler 
and wiser to admit that we do not know the 
cause or causes of mental illness any more 
than we fully understand the causes of rheu- 
matoid arthritis or atherosclerosis, but that 
pathologic and physiologic causes exist just 
as in other diseases? It has not been long 
since the causes of rickets, diabetes, and 
paresis were unknown. 

2. Our present approach to mental health 
problems is unrealistic. The statement, “too 
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little too late,” could be applied to our think- 
ing and planning. We cannot hope to have, 
in a reasonable time, enough trained per- 
sonnel or funds to do the job with our pre- 
sent plan of attack. Obviously, we must ex- 
plore ways and means of achieving a mass 
approach. We should seek advice and help 
of other groups particularly general prac- 
titioners, welfare departments, and schools. 


3. Each local community should invest 
some responsible group or board with the 
authority to plan and carry out a mental 
health program. Up to now, various agen- 
cies and various groups have attempted, in 
a limited way, to deal with the problem, Re- 
sults have not been good and unless the re- 
sponsibility is assigned to one group, future 
planning and coordination will be inade- 
quate. 

4. At present relatively little attention is 
paid to the psychotic patient in the local 
community. Such patients are often confined 
in jail, where diagnostic and treatment fa- 
cilities are lacking and where the environ- 
ment tends to aggravate the patient's con- 
dition. General hospitals should provide 
diagnostic and treatment facilities for men- 
tal patients. 

5. Local communities have made relative- 
ly little effort to gather or analyze statis- 
tical data on mental health problems, It 
would not be difficult for local health de- 
partments or other agencies to compile sta- 
tistics regarding mental illness and other 
phases of mental health. Such an effort 
would serve to focus community interest on 
the importance of these problems and would 
be of considerable help in evaluating trends 
in mental disease in the future. 


6. Finally, we feel that we know only a 
few of the answers to the problem of men- 
tal health and would suggest that the Acad- 
emy of Preventive Medicine continue its 
study. 


Generally speaking, if a person comprehends a problem, he can solve it. 


This is true of problems of personality as it is of problems of mathematics. 


—Thomas D. Cutsforth in “The Blind in School and Society.” 
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Practical Aspects of Psychiatry 


RICHARD C. PROCTER, M.D. 


WINSTON-SALEM 


Too long has psychiatry been veiled in 
mystery, hiding its ignorance behind words 
whose meanings vary from one person to 
another. The recent popular acceptance of 
psychiatry as a branch of medicine is a goal 
many have long desired. One factor which 
has helped bring this state of affairs about 
is the recognition by medicine in general 
of the effect of the emotions on bodily func- 
tions, 

Primarily a patient comes to a physician 
because he is in pain—either physical or 
emotional — or because he is afraid, He 
comes for relief, and his pain and fear may 
be just what will interfere with his recovery. 
This is because he cannot differentiate be- 
tween “symptoms’’ and “illness’’—a_ fact 
which is particularly true where psychiatry 
is concerned. A man can understand, per- 
haps, that his fever, chest pain, cough, and 
malaise are coming from pneumonia and 
that treatment must be directed toward the 
disease, It is more difficult for him to un- 
derstand that his abdominal pain does not 
come from an ulcer, but stems from fear 
of his boss. : 

There is no magic key to understanding 
an individual's emotions. The ego, super-ego, 
id, Oedipus complex, the unconscious, and 
so on are all important to the analyst in his 
area, but for the great majority of psychoso- 
matic ills such alarming words are unneces- 
sary and may be confusing, particularly to 
the internist. One hears a great deal these 
days about the old-fashioned family doctor 
and his relationship to his patients. He was 
able to handle many of their emotional ill- 
nesses because he took time to listen; for if 
there is a key to this matter, it is the ability 
to listen intelligently and uncritically. Many 
physicians are afraid to handle emotional 
problems because they believe discussion of 
pertinent material will embarrass the pa- 
tient. But usually it is the physician who is 


Read before the Section on Practice of Medicine, Medical 
Society of the State of North Carolina. Pinehurst, May 4, 1955. 

From the Department of Neurology and Psychiatry, the 
Bowman Gray School of Medicine of Wake Forest College, 
Winston Salem, North Carolina, 


embarrassed, and this attitude in turn is 
reflected in the patient. 
The Development of Personality 

Some general matters should be consid- 
ered at this point. Too often the diagnosis of 
emotional disorder is made by exclusion, 
which in itself presents the possibility of 
mistake, Why this has been true for psychia- 
try and not for other branches of medicine 
I am unable to comprehend. 


LABORATORY STUDIES 


PHYSICAL 
EXAMINATION 


MEDICAL 
HISTORY 


igure 1 


A diagnosis is usually made by a sensible 
coordination of the medical history, the 
physical examination, and the indicated lab- 
oratory studies. The correct diagnosis in 
any illness can be reached only by including 
a study of the personality of the individual 
patient involved, 


The factors involved in a personality study 
and history are not as complicated as might 
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Fig. 3. The basic constitution. 


be imagined. Of major importance are the 
vocational background, the religious train- 
ing and beliefs, the martial adjustments, 
and the parent-child relationship of the pa- 
tient. 


The constitution 

Probably the easiest way to understand 
how an individual’s personality develops is 
to think of a series of blocks. The first block 
illustrates the constitutional portion of an 
individual’s personality. I do not intend to 
get into any discussion of heredity or gene- 
tics, but certain aspects of heredity are im- 
portant. One is born with certain intelli- 
gence, and intellectual potential is signifi- 
cant from a_ psychiatric standpoint. The 
few physical disorders which are definitely 
known to be inherited may also influence 
one’s emotional development. We always in- 
clude under constitution the intrauterine 
period and whatever developmental anoma- 
lies may take place during this period. 


The environmental past 

After birth certain modifications begin to 
take place in this basic structure. These can 
be represented by another square called the 
“environmental past.” 


This experience modifies our existence 
physically and psychologically. It modifies 
it physically if we suffer an illness which 
leaves us crippled, if we suffer injury, or if 
our basic constitution is weakened by inade- 
quate nutrition. On the other hand, faulty 
education, false beliefs, misinformation, lack 
of training, and misdirected thinking all 
may modify our basic constitution from a 
psychologic standpoint. If, however, the 
paths taken in our psychologic growth are 


Fig. 4. The environmental past. 


good and we are well trained, we develop 
into integrated adults. Thus we have two 
blocks modifying each other—the physical 
and psychologic past, interacting with the 
basic constitution. 
The present 

Everyone has some constitutional weak- 
nesses, which we can represent by little 
cracks in the block. Everyone has physical 
defects, which we can represent by other 
cracks. And everyone has environmental- 
psychologic failure of development, which 
we represent by more cracks, This structure 
represents any individual modified by his 
past experiences, physical and psychologic. 
The last block represents the present with 
all its pressures—physical and psychologic 
—bearing down upon the basic structure. 


PHYSICAL 
PSYCHOLOGICAL 
PRESENT 


Vig. 5. The pressures of the present. 


The structure of the normal individual is 
sufficient to carry the average physical and 
psychologic load. The pressures are self-evi- 
dent — taxes, support of fam ‘ly, business 
worries, health, and so forth. We have to 
live within certain social restrictions. We 
have various hates, angers, and fears which 
exert psychologic pressures, If an indivi- 
dual’s basic constitution is too weak or if 
his physical or psychologic environment has 
been too difficult—if the block is filled with 


| | 
| 
| 
| 
| 
| 


6% NORTH CAKOLINA MEDICAL JOURNAL 


cracks—he will break apart under the pre- 
sent pressure. These illustrations indicate 
the importance of securing information con- 
cerning an individual's past. 


The Physician’s Attitude 


Probably the most important single fac- 
tor I can present is the attitude of the phy- 
sician. If he is not sympathetic and under- 
standing when the patient begins to describe 
his feelings and symptoms, the conversa- 
tion will soon lag. On the other hand, the 
more skillfully the physician can switch the 
conversation from symptoms to personal 
affairs, the sooner will he come into posses- 
sion of the real problem disturbing the pa- 
tient. This process is time-consuming, be- 
cause direct questions will frighten the pa- 
tient. 

To tell a patient, after a physical exami- 
nation, that he is imagining his symptoms or 
that they are “in his head” is to insult his 
intelligence and probably spoil all chances 
of helping him solve his problems. He needs 
some logical explanation that will give him 
confidence in the therapist and in himself. I 
have found that a simple diagram illustrat- 
ing the phenomenon of stress is very help- 
ful in relieving many of the patient’s symp- 
toms; for this reason I have a blackboard in 
my office. My explanation is often based on 
such a diagram as is shown in figure 6, 


One can explain the “fight-flight’’ mech- 


Stimulus (fear) 


Emotional Reaction 


Chemical 


‘ Breathing 
Heart 
Stomach 
Skin 
Bowels 

Muscles 


Fear 


Figure 6 
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anism to the patient, briefly, as follows*: 


“Mr. Jones, you have many symptoms which have 
been bothering you for some time. Thorough physi- 
cal laboratory examinations have failed to uncover 
any evidence of organic disease in your particular 
case. On the other hand, some things we have talked 
about indicate to me that much of your trouble is 
coming from nervous tension, I don’t mean to sug- 
gest that your symptoms are imaginary or that 
they are not actually occurring; but I do mean that 
a lot of the feelings that are concerning you are 
coming from your emotions and the things you 
worry about. 

“Mr. Jones, probably the simplest example that 
medicine knows of the effect of emotions on the 
body is concerned with the phenomenon of blushing. 
As you know, when you blush your face becomes 
red and flushed. People blush because they are em- 
barrassed, and embarrassment is an emotion. Con- 
sequently blushing is an example of how your feel- 
ings, or your emotions, can affect your body. 

“Now, as you can see from this little diagram 
which I have drawn, the sensation of fear we call 
a stimulus. When fear is recognized in the brain, 
certain changes begin to take place in the body in 
an effort to prepare us physically to react to the 
fear. This is called a “fight or flight” mechanism. 
Our bodies are constructed in such a way that when 
we are faced with fear, certain changes take place 
to get our bodies ready to protect us from the fear. 
In the first place, a chemical is thrown out from the 
adrenal glands which is known as adrenalin. In ad- 
dition, other glands of the body increase their out- 
put. You begin to breathe very rapidly and shal- 
lowly in the upper part of your chest, and this 
causes a washing away of carbon dioxide. You know 
that it is dangerous to get too much carbon dioxide 
in your blood stream. On the other hand, if you 
wash out too much carbon dioxide and get too much 
oxygen in your blood stream, this also will cause 
certain symptoms. 

“For example, your heart begins to beat rapidly. 
Sometimes the beat feels heavier—like a pounding 
in your chest. Then your stomach action is stopped 
completely, There is a small muscle at the end of 
the stomach known as the pylorus. When this mus- 
cle squeezes down in a sort of cramp, the stomach 
juices will not flow and no digestion will take place. 
This will cause sharp pains or aching sensations in 
the pit of your stomach. You may also develop a 
desire to urinate or relieve your bowels. All these 
changes are secondary to the clinical changes I have 
mentioned. If you continue to over-breathe, you 
may develop cramps in the large muscles of your 
body—a chronie tension of these muscles causing 
headaches, backaches, or leg aches. If it continues, 
you become chronically fatigued or tired out and 


*The undelying principles of this explanation were taken 


from a monograph, “The Use of General Semantics and 


Korzybskian Principles as an Extensional Method of Group 
Psychology,” by D. M. Kelly, M.D., mimeographed by the 
Institute of General Semantics, 


Lakeville, Connecticut. 
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experience loss of appetite, insomnia, difficulty in 
concentrating, and so forth. These we call symp- 
toms, 

“Now this reaction is perfectly normal in every 
individual up to a certain point. However, in your 
particular case, Mr. Jones, when you have noticed 
a number of the symptoms I have mentioned, you 
have become frightened. You have become afraid 
that you have heart trouble, stomach trouble, or a 
disk in your back. This has led to a secendary fear, 
and the more afraid you have become, the more 
your symptoms have progressed, until a cycle has 
been established. I think it is important for you to 
understand this so that you will not develop a sec- 
ondary fear of your symptoms, but wil! realize that 
a certain percentage of them are normal—partic- 
ularly in the situation in which you find yourself 
now.””* 


The majority of patients can understand 
this type of explanation, and it is a great 
relief to know that their symptoms are not 
grossly abnormal and that they are not 
“cracking up.” 

Lastly, the language of organs is impor- 
tant in dealing with emotional illnesses. The 
symptoms about which a patient complains 
will tell a lot about the underlying patho- 
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logy. For example, dysphagia or globus may 
indicate scmething in the patient's life that 
he can’t swallow. Nausea may indicate 
something that he can’t stomach. The feel- 
ing of apprehension in his chest may indi- 
sate that he had a load on his mind; anore- 
xia, that he is starved emotionally; fatigue, 
that an emotional conflict is “sapping’’ his 
energy. 
Conclusion 


Again let me stress the importance of the 
attitude of the doctor — the importance of 
listening in an uncritical and sympathetic 
manner—in dealing with patients who have 
the so-called “psychosomatic illnesses.”’ In 
the last several months progress has been 
made in the chemotherapy of the milder psy- 
chiatric disorders. Certain of these pre- 
parations may well prove valuable to the in- 
ternist as well as to the psychiatrist, but it 
should be understood that all of them must 
be used in conjunction with interview ther- 
apy, as aids in helping the patient gain in- 
sight into his basic difficulties rather than 
as curative measures within themselves. 


Psychologic Factors in Gynecologic Surgery 


A. J. SILVERMAN, M.D. 
SANFORD I. COHEN, M.D. 
FINN MAGNUSSEN, M.D. 
and 
McGouGH, B.A. 


DURHAM 


Physicians have long recognized the diffi- 
culties of diagnosis and treatment inherent 
in the physical symptoms of psychoneuro- 
tic patients. These symptoms may at times 
resemble those indicating surgery. This fact, 
together with the tenacity with which the 
neurotic person clings to his syraptoms and 
desires surgery, may lead to operation. Sev- 
eral studies have pointed out the high in- 
cidence of surgical procedures in psycho- 
neurotic women, without answering the 
equally important question of cause and ef- 
fect. That is, did the surgery result in 
neurosis, or did the neurosis result in the 
surgery. 


“From the Department of Psychiatry, Duke University, Dur- 


ham. 
Read before the Second General Session, Medical Society 
of the State of North Carolina, Pinehurst, May 4, 1055. 


During the years 1934-1950, at least 11 
separate investigations’ high-lighted the 
problem of neurosis and surgery. Lack of 
time prevents detailed discussion of these 
studies. Most of them indicate that more 
than twice as many major surgical proce- 
dures, and more than twice as many major 
gynecologic procedures are done in neurotic 
patients than in controls. In addition, these 
studies indicate that the average number of 
operations per patient is about 2 in the 
neurotic group and only about 1.1 in control 
groups. In one study", a group of patients 
with classic hysteria had averaged 4 oper- 
ations per patient. One pathologic survey” 
revealed that 78 per cent of ovaries and 30 
per cent of uteri removed showed no dis- 
ease, 
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The possible effect of gynecologic surgery 
on apparently well adjusted women is re- 
vealed in a report that 40 per cent of the 
women undergoing pelvic operation’’) had 
agitated depression postoperatively. 

The problems facing a physician when a 
woman presents symptoms referable to the 
pelvis or female organs are manifold: (1) 
Is the symptom attributable to real disease? 
(2) If so, is a surgical procedure indicated? 
(3) What are the patient’s motives in seek- 
ing treatment, particularly if she actively 
requests surgery? (4) What are the pa- 
tient’s expectations regarding the treat- 
ment? (5) If surgery is to be performed, 
are there any steps which can be taken to 
avoid postoperative difficulties? 

This paper is a preliminary report of a 
project begun at Duke Hospital in which an 
attempt is being made to: 

1. Determine the per cent of gynecologic 
operations in patients with psychiatric or 
psychosomatic illness and compare with 
control group 

2. Investigate the reasons for pelvic sur- 
gery in psychiatrically disturbed patients, 
with an attempt to clarify the cause and ef- 
fect relationships 

8. Clarify the types of women requesting 
surgery, types of symptoms complained of, 
and most frequent psychologic results of 
gynecologic operations 

4. Seek out differences in psychiatric wo- 
men patients, with or without a history of 
gynecologic surgery. 

The aim is to seek out possible cues which 
the physician can use in evaluating women 
patients who request surgery, or who have 
pelvic complaints for which surgery may be 
contemplated, Because of lack of time, how- 
ever, much pertinent data will be excluded 
from this presentation. 


Material and Methods 


One hundred and seventy-five patients 
(175) were investigated. These represented 
consecutive psychiatric referrals from the 
general wards of Duke Hospital. In addi- 
tion to the standard psychiatric interview 
which was obtained from 122 of these pa- 
tients, 53 patients from one medical ward 
were exposed to at least two separate in- 
terviews. This served as a check on the ac- 
curacy of psychiatric diagnosis as well as 
to obtain more detailed information about 
the personality structure of the patient, In 


MEDICAL JOURNAL 


February, 1956 


INCIDENCE OF SURGERY 


CONSULT GROUP 


CONTROL 


50} 


Steriizotion 


Toto! Surgery Gyn Surgery 


Figure 1 


addition, during a 30-day period all admis- 
sions to the same medical ward were re- 
viewed. The medical personnel of the ward, 
not knowing the nature of the research, con- 
tinued to refer patients for psychiatric eval- 
uation as usual, and when those patients 
were subtracted, a group of 54 medical 
ward patients who had not been referred for 
psychiatric consultation had been evaluated. 
These 54 patients represent a control group. 

Most of the subjects received at least one 
psychologic test, while a limited number re- 
ceived a complete battery of tests. 

Gynecologic surgery considered in this 
study excluded breast surgery, childbirth 
procedures (such as caesarean sections), 
and urologic procedures. It should be noted 
that these exclusions would tend to reduce 
the per cent of gynecologic operations re- 
ported. Patients under age 16 were arbi- 
trarily excluded. 

Results 

Figure 1 shows our rather startling find- 
ings. Seventy-nine per cent of the psychia- 
tric patients had a history of surgery, as 
compared with 52 per cent of the control 
group. Fifty six per cent of the consults had 
gynecologic surgery as compared with 22 
per cent of the control group. It was also 
startling to note that more than 40 per cent 
of the psychiatric patients had been steri- 
lized, while only 18.5 per cent of the control 
group had been sterilized. 

Table 1 shows the relative severity of the 
surgical procedures. In the gynecologic 
group, it is interesting to note that of the 
major procedures, 32 per cent were hyster- 
ectomies, 24 per cent were tubal ligations, 
and 25 per cent were salpingo-oophorectom- 
ies. Eighty per cent of the minor procedures 
consisted of dilatation and curettage. 
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Table 1 
Percentage of Patients with Major 
Surgical Procedures 

Consult Group 
Major surgery (any type) 69 37 
Major gynecologic surgery 48 20 

Major surgery in patients not 

having gynecologic 

procedures 18 17 


Control Group 


In the psychiatric consult group, 69 per 
cent of all patients had a history of major 
surgery, as compared with 37 per cent of the 
controls. Forty-eight per cent of the psy- 
chiatric patients and 20 per cent of the con- 
trols had major gynecologic surgery. Eight- 
teen and 17 per cent respectively of the pa- 
tients without gynecologic surgery had had 
major operations. The outstanding differ- 
ence then, appears to be the higher per cent- 
age of patients with major gynecologic pro- 
cedures in the psychiatric consult group. 

When the number of operations per pa- 
tient for the various groups are compared 
(fig. 2), gross differences are at once ap- 
parent. There were only 1.28 operations per 
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patient in the control group in contrast to 
more than 2 per patient in the psychiatric 
group. In the consult group, those patients 
with a history of non-gynecologic surgery 
only had had 2.12 procedures per patient, 
while those who had undergone gynecologic 
surgery had had more than 3 operations per 
patient. 

It may be important to note that patients 
undergoing gynecologic surgery most fre- 
quently had had other operations as well; 
only one fourth of these patients had had 
gynecologic procedures only. 

The higher incidence of surgery in the 
consult group naturally would be less signi- 
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Table 2 
Average Age (Years) of Surgical Patients 


Consult Group Control Group 


When reviewed 40 46 
At first major procedure 27 33 
At first genecologic 

procedure 29.5 32 
At sterilization 30 32 


ficant if these had been older patients. Ta- 
ble 2, however, shows that they were, on the 
average, younger than the  non-consult 
group. It has also been reported that sur- 
gery has a more profound influence on 
younger subjects. Although on the average 
first major procedures did occur a few years 
earlier in the consult group, it was felt that 
age differences were not striking enough to 
be significant. Nevertheless, it may be im- 
portant to mention that in our most seri- 
ously disturbed group (consisting of 4 psy- 
chotic patients) the average age at the time 
of the first major operation was 20.2 years. 

In addition, an analysis of the incidence 
of surgery in our younger group (25 to 35 
years of age) as compared with the more 
than 35 year old group revealed that the 
number of operations in younger patients is 
just as high as in the older group. Thus the 
incidence of surgery in the emotionally ill 
group has not decreased, even with present- 
day improvements in diagnosis and treat- 
ment. 

Indeed the distressing fact is that in many 
aspects our data revealed a higher incidence 
than that reported in previous studies, It is 
possible, however, that our source of mater- 
ial and other factors may be responsible for 
the apparent increase. 

Psychiatrie Data 

In a review of the types of psychiatric 
disturbances seen in our consult group, it 
was noted that no one illness predominated. 
Indeed, the consult group could, with a 
few exceptions to be mentioned, represent a 
cross-section of the standard A.P.A. nomen- 
clature. 

It was at once apparent, however, that 
whereas character disorders were mani- 
fested in only 39 per cent of the patients 
without gynecologic surgery, they were seen 
in 60 per cent of the group which had un- 
dergone gynecologic surgery. Most of these 
cases were, by the nature of our material, 
nonpsychotic; but of the 4 patients who 
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Figure 3 


were psychotic or borderline all had under- 
gone gynecologic surgery and 3 had been 
sterilized. 

Since 40 per cent of the psychiatric group 
had been sterilized, and since the psycho- 
logic implications of sterilization are clear, 
these data were further analyzed with ref- 
erence to possible psychiatric correlation. It 
was at once clear that one half of the steri- 
lized group verbalized feelings of bitterness 
at not being able to have children, of “not 
feeling right,” or of feeling inadequate as 
women. Ninety per cent of the group that 
either attributed a major part of their 
symptomatology to the surgery or who had 
had a psychosomatic illness subsequent to 
the operation had been sterilized. The con- 
verse was also true. Only 10 per cent of 
those who did not relate symptoms to sur- 
gery or manifest psychiatric illness subse- 
quently had been sterilized. 

Among patients with non-gynecologic sur- 
gery, none related psychosomatic or psy- 
chiatric symptoms to the operations. 

Thus it would appear that if surgical pro- 
cedures play a role in the psychologic func- 
tioning of an individual, gynecologic proce- 
dures and especially sterilization are of par- 
ticular importance. 

Since at least one authority?) had re- 
ported a high incidence of postoperative de- 
pressions, our data were also subjected to 
this analysis. Figure 8 shows the incidence 
of all depressions in the consult group. 
While less than 3 per cent of the psychiatric 
group without surgery revealed depressive 
symptomatology, the incidence of depres- 
sion jumps to 19 per cent in the non-gyne- 
cologic patients, and to 32 per cent in pa- 


February, 1956 


INCIDENCE OF CONVERSION HYSTERIA IN CONSULT GROUP 
407 


Surgery 


Figure 4 


tients undergoing gynecologic surgery. 
Thus, although many other factors must be 
operative, our findings do suggest some cor- 
relation between the self-depreciation and 
self-condemnation of depression and surgi- 
cal procedures, particularly gynecologic op- 
erations. 

Among those who had had gynecologic 
operations, lowered self-esteem, less accep- 
tance of the self as a woman and as an in- 
dividual, was seen over and over again. 

Previous investigators have also reported 
a high incidence of hysteric reactions in pa- 
tients with pelvic surgery. This was not 
apparent in our study (fig. 4), where more 
than twice as many cases of conversion hys- 
teria were seen in patients without surgery 
(39 per cent) as compared with patients 
who had been subjected to operations (13 
per cent). It is possible that in recent years 
the diagnosis of hysteria has been less dif- 
ficult to make, thus resulting in fewer op- 
erations in patients with hysteria. 

The incidence of psychophysiologic re- 
actions (that is, psychosomatic reactions) 
showed distinct differences in the various 
groups — 58 per cent in the gynecologic 
group as opposed to only 34 per cent in the 
non-gynecologic group. Of these reactions, 
two types seemed to stand out in impor- 
tance: tension headaches, and particularly 
gastrointestinal reactions. As noted pre- 
viously, the incidence of these psychophysio- 
logic reactions was much higher among ster- 
ilized women. 

The incidence of peptic ulcer in women is, 
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widely prescribed because of these important advantages: 

1) rapid diffusion and penetration 

2) prompt control of infection 

3) negligible side effects 

4) true broad-spectrum activity (proved effective 
against a wide variety of infections caused by 
Gram-positive and Gram-negative bacteria, rick- 
ettsiae, and certain viruses and protozoa) 

5) every gram produced in Lederle’s own labora- 
tories under rigid quality control, and offered 
only under the Lederle label 

6) a complete line of dosage forms 
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TO MEMBERS OF THE MEDICAL SOCIETY OF THE STATE OF NORTH CAROLINA 


As close as your phone... 


TELEPHONE COLLECT 
5-5341 — DURHAM 


If you have any problems in 
connection with disability in- 
surance we invite you to call 
. this office—collect. We'll do 
our best to help you — and 
there’s no obligation on your 


WMuy 


part. 


THIS IS THE ACCIDENT AND HEALTH 
PLAN ESTABLISHED BY THE STATE 
SOCIETY FOR ITS MEMBERS IN 1940 


PLANS AVAILABLE 


Accidental Dismemberment Accidental and Annual Semi-Annual 
Death Benefits, Up to Sickness Benefits Premium Premium 
$5,000.00 $10,000.00 $ 50.00 weekly $ 90.00 $45.50 
5,000.00 15,000.00 75.00 weekly 131.00 66.00 
5,000.00 20,000.00 100.00 weekly 172.00 86.50 


($433.00 per month) 


Members under age 60 may apply for $10.00 per day extra for hospitalization 
at premium of only $20.00 annually, or $10.00 semi-annually. 


FOR APPLICATION, OR FURTHER INFORMATION, WRITE OR CALL 


J. L. CRUMPTON, State Mgr. 


Professional Group Disability Division 
Box 147, Durham, N. C. 


Representing—COMMERCIAL INSURANCE COMPANY OF NEWARK, N. J. 
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at present, only about one-tenth that re- 
ported in men. It is also well known that 
women with peptic ulceration tend to suffer 
deeply from psychiatric ailments. It has 
been pointed out that these women have 
much conflict about their femininity’); 7 
cases of peptic ulcer were seen in our group. 
All 7 patients had been sterilized. No ulcers 
were seen in any other group. This admit- 
tedly small but suggestive finding certainly 
implies that sterilization performed upon 
women who are unsure of their role in life, 
already uncertain about their femininity, 


will tend to increase their conflict. 


Comment 


Possible explanations for the higher in- 
cidence of surgery in psychiatrically ill 
group may be found in the following types 
of patients: 

1. Emotionally ill patients who seek sur- 
gery as a solution to the neurotic pro- 
blem. Many examples of this type were 
seen, including a few flagrant examples 
of the polysurgical addict. At best the 
surgery can only provide temporary re- 
lief, since it is a neurotic solution to a 
problem. Thus the neurosis continues 
after the surgery. 

Apparently well individuals who mani- 

fest psychiatric disorders following sur- 

gery. Examples of this group seen in 
our study appeared to fall into two 
sub-categories. 

a. Patients with latent personality pro- 

blems in whom the surgery intensi- 
fies a specific conflict which is 
neurotically dealt with—that is, de- 
pressions after sterilization proce- 
dures in women already having dif- 
fies a specific conflict which is 
feminine function. 
Relatively stable patients who have 
been inadequately prepared for sur- 
gery—such as the substitution of a 
major sterilizing procedure for a 
minor procedure without the pa- 
tient’s knowledge. 

Patients whose initial gynecologic com- 

plaints may have been on a psychoso- 

matic basis. In these cases the opera- 
tion was ineffectual in resolving the un- 
derlying conflict. 

a. Overt neurosis developed after sur- 
gery. 


SURGERY—SILVERMAN 


AND OTHERS 
b. Another psychosomatic disease oc- 
cured after surgery. 

Most of the psychiatric patients in the 
present study appeared to fall into one of 
the above three groups—namely, (1) those 
seeking surgery for neurotic problems, (2) 
those manifesting emotional illness follow- 
ing surgery, and (3) those having psychoso- 
matic gynecologic disorders. 

Further investigation of a group of pa- 
tients prior to gynecologic surgery is need- 
ed, however, before patients can be more de- 
finitely categorized. 

These findings imply a need for: (a) in- 
creasing vigilance in the interpretation of 
symptoms having a psychiatric basis; (b) 
increasing awareness of possible psychoso- 
matic implications in a variety of gyneco- 
logic disorders, such as menorrhagia; (c) 
better pre- and post-operative psychologic 
care. Our findings, in addition, would sug- 
gest special vigilance in patients being con- 
sidered for sterilizing procedures. 


Summary 
A high incidence of gynecologic surgery, 
as well as an increased number of opera- 
tions per patient, was found in a group of 


patients referred for psychiatric consulta- 
tions. Sterilization produced more postop- 
erative psychologic distress than other op- 
erations. 

Certain differences were found between 
the psychiatric patients who had undergone 
gynecologic surgery and those who had not: 
for instance, the incidence of depressions 
was higher and the incidence of conversion 
reactions lower in the patients who had had 
gynecologic surgery. Furthermore, a much 
greater incidence of psychophysiologic 
gastrointestinal reactions, particularly duo- 
denal ulcers, was seen in patients who had 
had gynecologic operations. There appears 
to be some relationship between this dis- 
order and gynecologic surgery. 

The self-acceptance of the patients who 
had had gynecologic operations appeared to 
be markedly lower, with much more fre- 
quent expressions of feelings of inadequacy 
and failure, than in other women patients. 

The authors are indebted to Dr. Bernard Bressler 
and Dr. Louis Cohen for their invaluable assistance. 
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Recent Developments 


The Application of Exfoliative Cytology in 
Obstetrics and Gynecology 


W. KENNETH CUYLER, Ph.D. 
LouIsE A. KAUFMANN, B.A, 
BAYARD CARTER, M.D. 
WALTER L. THOMAS, M.D. 
Roy T. PARKER, M.D. 
and 


Ixfoliative cytology has been accepted as 
a valuable asset in the diagnosis and control 
of gynecologic cancer, One may consider 
that a gynecologic or obstetric service is 
not complete without this diagnostic ad- 
junct, Unfortunately, Papanicolaou’s method 
of cancer detection is not available to the 
majority of physicians in North Carolina. 
It is hoped that this situation can be rem- 
edied, 

Exfoliative cytologic studies are not of 
prime importance in patients who present 
clinical evidence of cervical carcinoma or in 
patients suspected of endometrial cancer, be- 
cause in these cases routine diagnostic pro- 
cedures are obligatory, The studies are of 
greatest value, perhaps, in the detection of 
covert invasive squamous carcinoma and 
noninvasive carcinoma, and in the identifi- 
cation of patients with cervical anaplasia 


From the Robert E. Selbels, Jr.. Memorial Laboratory, De 
partment of Obstetrics and Gynecology, Duke University School 
of Medicine and Hospital, 

A part of the expenses Incurred in the laboratory was de 
frayed by grants from the Research Council of Duke Univer 
sity to W. K. C. and from the Women's Auxiliary. of Duke 


Hospital, These are gratefully acknowledged, 

Kead before the Section on Obstetrics and Gynecology, Medi 
cal Society of the State of North Carolina, Pinehurst, May 4, 
1955, 


ANNE C. STRICKLAND, B.S. 
DURHAM 


which is less severe in character than that 
associated with intraepithelial carcinoma. 


Classification 


The classification of genital cytology, as 
we employ it, briefly is as follows: Types 
I and II indicate, respectively, essentially 
normal and abnormal but benign cy- 
tologic changes. Type II-A represents the 
earliest indications of atypia that we are 
able to recognize. Type II+ signifies ana- 
plastic changes, but less severe than those 
classified as Type III. Under Type III are 
classified the atypical findings which we be- 
lieve represent intraepithelial carcinoma. 
Cytologic abnormalities which raise a sus- 
picion of malignancy also are classified as 
Type III. Types IV and V indicate that we 
believe cancer cells are present. 

The following sentences appear on our 
cytology report blanks: “No patient should 
be treated for a malignant disease on the 
basis of this report alone. This report is an 
interpretation of exfoliated cells and is not 
a pathologic diagnosis. Therefore cytologic 
abnormalities classified in Types III, IV and 
V should be verified by pathologic studies.” 


_ 
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When the term “diagnosis” is used in this 
paper it refers to the pathologist’s reported 
opinion based on tissue studies. The terms 
Stage O carcinoma, intraepithelial carcin- 
oma, carcinoma in situ, and noninvasive car- 
cinoma are used synonymously. 


Percentage of Error 

We test the correctness of our cytologic 
interpretations by comparing them with 
pathologic reports. The false-positive error 
may be calculated in various ways. The 
method which we believe produces the most 
accurate result but which incidentally gives 
the largest error figure is as follows: The 
total number of interpretations of cancer 
is divided into the number of false-positive 
interpretations. The quotient represents the 
percentage of error. Our current false-posi- 
tive error is approximately 5 per cent, The 
over-all false-negative error is derived by 
converting the number of cancers missed 
into percentage error. It usually ranges from 
9 to 13 per cent. This error for squamous 
cell carcinoma varies from 5 to 8 per cent, 
whereas for adenocarcinoma of the endo- 
metrium it usually ranges from 30 to 33 
per cent. 


The large error in recognizing adeno- 
carcinoma justifies an explanation. If the 
number of missed interpretations due to the 
absence of intrauterine elements for study 
were subtracted prior to calculation, the 
error would be reduced to approximately 
one-half, or about 15 per cent. The remain- 
ing figure of approximately 15 per cent rep- 
resents an error chiefly due to our inability 
to recognize adenocarcinoma in atypical hy- 
perplasia of columnar tissue. 


Material and Methods 


The data to be presented have been de- 
rived from 171,000 cytologic studies on ap- 
proximately 39,000 gynecologic patients and 
6,000 pregnant patients. Material for smear 
preparations is obtained preferably by aspi- 
ration. The vaginal smear, comprised of ma- 
terial from the posterior fornix, is used 
chiefly for an evaluation of estrogenic ac- 
tivity. Preparations made from the external 
cervical os and cervical canal are used in 
the detection of uterine cancer. 


Purposes Other Than Cancer Detection 


Genital cytologic studies are used for pur- 
poses other than cancer detection. Princi- 
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pal among them is the estimation of estro- 
genic activity as judged by the status of the 
vaginal epithelium. 


Patients of premenarchal ages 


In premenarchal individuals cytologic 
studies are done primarily to identify in- 
creased estrogenic stimulation, to determine 
the cause of vaginal discharge, or to recog- 
nize the menarche. 


Patients of childbearing ages 


Requests are made for studies of vaginal 
epithelium in women of childbearing ages 
for the identification of normal estrogenic 
effects on the vaginal mucosa and for evi- 
dence of anovulatory cycles. We are asked 
to look for indications of a decreased estro- 
gen supply to aid in the clinical diagnosis of : 
(1) untimely ovarian failure; (2) tem- 
porary absence of uterine bleeding, non- 
physiologic; (3) Stein-Leventhal syndrome; 
(4) normal postpartum state; (5) recent 
abortion; (6) inevitable abortion; (7) pre- 
climacteric changes; (8) early menopause. 


Postmenopausal patients 


Estrogen evaluations are requested in 
studies of postmenopausal patients who have 
histories of estrogenic therapy or are sus- 
pected of having had it, and when a func- 
tional ovarian tumor is suspected, 


As pregnancy test 


Vaginal cytology is used also as a preg- 
nancy test. Its value for this purpose seems 
limited, since errors may occur when there 
is vaginal irritation, infection or infesta- 
tion, when the characteristic navicular cells 
are absent, or when these cells occur in 
non-pregnant patients. Navicular cells of 
the kind found during pregnancy often pre- 
dominate during the follicular phase of the 
menstrual cycle in young women, in the 
puerperium, and during the climacteric. 


Exfoliative Cytology In Cancer Detection 


Cytologic studies are used routinely for 
cancer detection in both gynecologic and 
obstetric patients. No age limits are ob- 
served, 


Patients of premenarchal ages 


In gynecologic patients, smear studies 
are made on patients of premenarchal ages 
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to aid in the identification of precocious 
uterine bleeding due to a pathologic process 
in the pelvis and, on occasion, to distinguish 
between this and normal menarche. These 
studies also may differentiate between in- 
flammation due to infection or trauma and 
malignancy. 


Patients of menstrual and 

postmenstrual ages 

Exfoliative cytology is used as a screen- 
ing procedure to identify early anaplasia, 
noninvasive carcinoma, and cancer. It be- 
comes a “cancer-control”’ measure in follow- 
ing patients who have been treated for 
genital cancer. Cytologic studies often pro- 
vide the first indication of residual or re- 
current disease. The sensitivity of genital 
tumors to roentgen radiation is not always 
reflected in vaginal cytology. Tumor growth 
may be arrested effectively by irradiation 
without causing related changes in the nor- 
mal vaginal epithelium. Conversely, changes 
due to irradiation may occur in vaginal cells 
in the presence of radioresistant tumors. 
Kffective tumor irradiation, however, usu- 
ally is accompanied by correlative cytologic 
alterations in the vaginal epithelium. 


Cytologic studies are used specifically at 
times to distinguish cancer from leukoplak- 
ia, inflammatory processes, and granulo- 
matous lesions of the vulva or of the cer- 
vix. Granuloma inguinale may be identified 
in properly prepared smears. 


Use during pregnancy 

Cytologic studies are employed routinely 
in pregnant patients of any age. Cervical 
smears are not made routinely during the 
third trimester. Smear studies are used 
primarily in these patients to detect intrae- 
pithelial carcinoma and less severe ana- 
plasia. Studies on pregnant patients who 
have these lesions are important during 
the pregnancy as well as following delivery. 
The purpose of these studies is to correlate 
antepartum and postpartum cytologic al- 
terations. Atypical cervical epithelium has 
been seen in the smears from a pregnant 
girl 14 years of age. In the course of cytol- 
ogic studies it is necessary at times to dis- 
tinguish between trophoblastic elements and 
squamous cell carcinoma. Requests are made 
for studies to show evidence, if possible, of 
chorio-epithelioma or molar degeneration. 
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Table 1 


Cytologic Classification of 263 Diagnosed 
ntraepithelial Carcinomas of the Cervix 


(January 1, 1947—March 31, 1955 


Per Cent 
Type Totals of Total 
No interpretation 3 1.1 
I 0 0.0 
II 7 2.7 
Il IIA 6 2.3 
II + 19 7.2 
? Intraepithelial cancer 39 14.8 
III Intraepithelial cancer 58 22.1 
Intraepithelial cancer, 
? invasion 34 12.9 57.8 
? Invasive malignancy 27 10.3 
Squamous cell ca. 
V ? intraep. ca, 21 8.0 
Squamous cell cancer 49 18.6 
Totals 263 100.0 


Detection of Intraepithelial Carcinoma 
of the Cervix 


When one considers that intraepithelial 
carcinoma of the cervix, Stage O, is defined 
only by histopathologic studies, it becomes 
evident that this diagnosis is not to be 
made from desquamated cells. There are cer- 
tain cytologic criteria, however, which en- 
able the exfoliative cytologist to suspect 
the presence of a lesion that may be limited 
to the epithelium. Full development of the 
lesion may be questionable on a cytologic 
basis, whereas cytologic changes may be 
present in sufficient numbers to indicate 
possible early invasion in addition to car- 
cinoma in situ, 


Table I shows that in 263 carcinomas in 
situ of the cervix, only 58, or 22.1 per cent, 
were recognized correctly by cytologic stud- 
ies. The table also shows that in 152 of these 
lesions, or 57.8 per cent of the total, intra- 
epithelial carcinoma was considered in the 
cytologic interpretations. It can be seen, 
furthermore, that cytologic studies indicated 
invasive squamous carcinoma in 49 patients, 
or 18.6 per cent, when pathologic reports 
describe only noninvasive carcinoma, It 
is not important that exfoliative cytology 
in our hands does not identify intraepithelial! 
carcinoma per se with great accuracy. It is 
important that our interpretations, however 
expressed, identify patients who have in- 
traepithelial carcinoma of the cervix, and 
often when there are no clinical manifesta- 
tions. When noninvasive lesions are demon- 
strated pathologically, permanent arrest of 


: 
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Table 2 


Ages of 263 Patients with Intraepithelial Carcinoma 
of the Cervix and 935 Patients with Squamous 
Cell Carcinoma of the Cervix Expressed 
in Five-Year Age-Groups and 
Per Cent of Total 


(January 1, 1947—March 31, 1955) 


Intraepithelial Cancer 


of the Cervix Squamous cell ca. ex. 


No. Percent Age Groups Number Percent 
1 0.4 15-19 
15 5.7 20-24 7 0.7 
36 13.7 25-29 39 4.2 
45 17.1 30-34 90 9.6 
48 18,2 35-39 126 13.5 
45 17.1 40-44 102 10.9 
30 11.4 45-49 148 15.8 
15 5.7 50-54 139 14.8 
11 4.2 55-59 97 10.4 
6 2.3 60-64 70 75 
9 3.4 | 65-69 54 5.8 
2 0.8 70-74 35 3.7 
75-79 18 1.9 
80-84 9 1.0 
85-89 1 0.2 
Totals — 
26: 100 935 100.0 
19 to 71 years Age-Range 21 to 85 years 


39.3 years Average Age 48.4 years 
the disease becomes a therapeutic proba- 


bility. 


Table 2 divides 263 intraepithelial carcin- 
omas of the cervix according to five-year 
age-groups and percentage of the total. Ap- 
proximately one-fifth (19.8 per cent) of 
these lesions occurred in patients less than 
30 years of age. Thirty-seven per cent of 
these cases were found in patients less than 
35 years of age, which is the lower age limit 
specified in the cancer detection and diag- 
nostic centers of this state. The ages of the 
patients involved ranged from 19 to 71 
years. The average age was 39.3 years. The 
majority of these patients comprised a part 
of a clinic population. In this sense, they 
might be regarded as a selected group. Only 
a small percentage of the patients, how- 
ever, had complaints referable to cervical 
disease, 


Table 2 also presents, for comparison, cor- 
responding data on 935 patients who had 
squamous cell carcinoma of the cervix. The 
ages ranged from 21 to 85 years. The aver- 
age age was 48.4 years. 
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The problems which arise when the di- 
agnosis of carcinoma in situ is made are 
familiar and seriously involve all concerned, 
The pathologist has the responsibility of 
showing, within the bounds of his facilities, 
that the lesion is limited to the epithelium. 
The patient must comprehend the potential- 
ities of the disease. The clinician must de- 
cide on a method of treatment. There is no 
question that pathologists who are interested 
in gynecologic pathology should be given 
special aid for the study of this currently 
prominent cervical lesion. 

Karly anaplasia 


It is felt that, as a research problem, the 
most important patients studied are those 
who have cervical anaplasia of a less severe 
degree than that characterizing intraepi- 
thelial carcinoma, Our associates in the De- 
partment of Pathology describe these 
changes, observed in histopathologic studies, 
as cervical metaplasia or hyperplasia or 
both, with marked atypicalities, These atyp- 
icalities often are multifocal in origin, The 
aberrant cells are identified in our classifi- 
‘ation as Type II+-. The patients are being 
followed with cytologic studies. A statistic- 
ally insignificant number of these patients, 
who have been followed for several years, 
now have cervical epithelial atypia classi- 
fied as Type III. Eventually this group of 
patients may provide positive and or nega- 
tive data on cervical carcinogenesis, Ob- 
viously, the potential for cancer prevention 
in this group of patients would be high. 

Conclusion 

Optimum results from exfoliative cytol- 
ogy depend upon the cooperative participa- 
tion of those involved. The patient must be 
willing to return, if necessary, for repeated 
cytologic studies. The clinician should un- 
derstand the limitations of cytologic tech- 
nique as well as its value. The pathologist 
should be interested and competently trained 
in gynecologic pathology, and should have 
the necessary facilities to insure adequate 
studies. The exfoliative cytologist should be 
conservative, not because of the lack of ex- 
perience, but as a result of experience. 


Reports of isolated cases help the prac- 
ticing physician by calling his attention to 
specific diseases, Quite often a diagnosis is 
missed because the disease in question is not 
considered prevalent enough to warrant ade- 
quate consideration. Unfortunately failure 
to report isolated cases creates a gap be- 
tween the reported case rate and the actual 
incidence of a disease, This situation holds 
true for such conditions as periarteritis 
nodosa, disseminated lupus, Sheehan’s syn- 
drome, thyroiditis, myxedema, and myxede- 
matous heart disease. 

With the increasing demand for parakeets 
and parrots bringing a larger segment of 
the population in contact with these birds, 
an increase of psittacosis is anticipated. 
This disease responds readily to the antibio- 
tics, but unless physicians remain alert, the 
exact diagnosis will not be made. 

Definition 

Psittacosis—also called ornithosis or par- 
rot fever was recognized as a clinical entity 
during the latter part of the nineteenth cen- 
tury, when it was referred to as pseudo- 
typhus. The disease was again recognized in 
Switzerland in the late 1920’s, and within 
10 years had aroused world-wide interest 
because of its appearance in 12 different 
countries. The disease is caused by an ele- 
mental body which falls in the group of 
large viruses. This group of viruses is char- 
acterized by the formation of intracellular 
inclusion bodies. The infective bodies usually 
have a diameter of 300 to 450 Mache units. 


Epidemiology 

The disease is spread by contact with par- 
rots, parakeets, pigeons, ducks, chickens 
and doves, and indeed by every known avian. 
The ways by which psittacosis virus is trans- 
mitted from birds to man, in order of im- 
portance, are as follows: (1) indirect trans- 
mission by air; (2) the handling of sick or 
dead birds, or contact with feathers, ex- 
creta or nasal discharges of sick or latently 
infected birds; (3) bite wounds’, The dis- 
ease has been found to be approximately 
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twice as frequent in women as in men, sup- 
posedly because of their closer associations 
with household pets. The ease with which 
inhalation virus induces pneumonic lesions 
in susceptible mammals points directly to 
the respiratory tract as the principal portal 
of entry for the virus. Over the years data 
on the spread of infection from person to 
person have continued to mount. 
Clinical Picture 

The incubation time varies from 7 to 14 
days, with a mean of 10 days. The strikingly 
uniform manifestation of psittacosis is often 
confused with influenza, atypical pneumonia, 
typhus, and typhoid fever. The onset may 
be sudden and marked by chilly sensations, 
fever, anorexia, sore throat, malaise, photo- 
phobia, and severe headache, or it may be 
gradual and insidious. The temperature at 
the onset usually ranges from 100 to 102 F., 
and gradually rises. During the second week, 
in severe cases, it maintains a high level 
with slight morning remissions; in mild 
cases it may fall to normal on the seventh 
or eighth day. Termination by crisis is rare. 
Nose bleed occurs in 25 per cent of the cases. 

A slight irritating dry cough during the 
first few days usually persists or increases 
in intensity; despite extensive lung involve- 
ment, however, the cough may be insignifi- 
cant or absent through the entire illness. Ab- 
normal signs are scanty over the lungs, and 
the earliest demonstrable ones may be con- 
fined to an area of dullness or percussion at 
the base of either lung. Crepitations may be 
heard as early as the fifth day. 

The real extent of pneumonitis is usually 
not evident until roentgenologic examination 
has been made, revealing areas of consolida- 
tion in one or both lungs. Pleural reaction is 
generally slight or absent. The relative slow- 
ness of the pulse is characteristic, but in 
nearly all fatal cases the pulse becomes rapid 
and weak. Cyanosis and low blood pressure 
may be marked; collapse at some time dur- 
ing the illness is common. Insommia, dis- 
orientation, apathy, mental depression, and 
even delirium may occur in all except mild 
cases. Nausea and vomiting are common, and 
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Fig. 1. Roentgenograms taken in 1952 during illness (left) and after treatment (right). 


either constipation or diarrhea may be pre- 
sent. The spleen is palpable in very few cases. 
The leukocyte count is either normal or sub- 
normal, and definite leukopenia is present in 
only 25 per cent of the patients; leukocytosis 
occurs late in the disease or during early con- 
ralescence. Relapses are by no means uncom- 
mon. Individuals recovering from an attack 
of psittacosis are generally believed to be re- 
sistant to reinfections; however, there have 
been well substantiated reports of second at- 
tacks after recovery. Apparently, immunity 
is not absolute, and the residual virus may be 
carried in the tissues occasionally, producing 
a carrier state, 


Diagnosis 


The diagnosis of psittacosis is made by 
the history of close association with avians, 
the characteristic clinical appearance, and 
the demonstration of complement-fixing an- 
tibodies. Complement-fixing antibodies may 
appear in the serum from four to eight days 
after the onset of symptoms—a serum titer 
of 1:16 or greater, when obtained from a pa- 
tient with clinical manifestation suggestive 
of psittacosis, may be considered positive. 

In a disease which previously had a 20 to 
30 per cent mortality, treatment since the 
advent of Aureomycin has been dramatic 


and effective. Authorities differ as to the 
effectiveness of penicillin some claiming 
prompt improvement, and others reporting 
discouraging results'*’, The drug of choice 
is Aureomycin, in dosages of 2 to 3 Gm, per 
day. The patient is usually afebrile in 48 to 
72 hours, and medication can usually be dis- 
continued within five days after the onset of 
treatment. 


Complement-fixing antibodies in patients 
infected with psittacosis may persist for 
years or for life, with the titers declining. 


Case Report 


A 33 year old white, housewife had been 
feeling well until May 24, 1955, when at 
about 4:30 P.M., she began having general- 
ized malaise, severe headache and backache, 
with the development of chills and fever. 
She had been quite healthy since 1952, when 
she had been hospitalized for similar com- 
plaints. A parakeet in the home of the pa- 
tient led to a presumptive diagnosis of psit- 
tacosis. At that time pneumonitis was pre 
sent in the upper lobe of the patient's left 
lung. Response to penicillin was prompt; 
she became afebrile and asymptomatic 236 
hours after the first and was dis- 
charged after a nine-day hospital course. 
Unfortunately agglutination tests for psitta 
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cosis were not done then. Following this ill- 
ness the patient had disposed of her para- 
keet and continued to feel well. The only 
other significant past illness was a total 
hysterectomy done in February, 1952, for 
endometriosis. The systemic review was 
negative. 


The patient kept chickens which were 
cooped in her backyard; however, doves 
were constantly in the area of her chicken 
pen, 


Physical examination revealed an acutely 
ill, well developed, well nourished white wo- 
man with no abnormal vascularization or 
pigmentation. The blood pressure was 110 
systolic, 70 diastolic, pulse 84, respiration 
16, temperature 103 F., weight 122 pounds, 
and height 64.3 inches. Examination of 
body revealed no significant abnormality ex- 
cept for the total hysterectomy. 


A urinalysis was negative, and the fol- 
lowing hemogram was obtained: hemoglob- 
in, 13.7 Gm.; red blood cell count, 5,020,000; 
white blood cell count, 8,400, with 17 per 
cent stab forms, 72.2 per cent polymor- 
phonuclears, and 27 per cent lymphocytes. 
A test for syphilis was negative. On May 
27, the day after admission, epistaxis devel- 
oped; otherwise the physical findings re- 
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Fig. 2. Roentgenograms taken in 1955 during acute stage of illness. 
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mained unchanged. On May 29 she began to 
have a dry, hacking, nonproductive cough. 
A roentgenogram of the chest made on May 
30 revealed consolidation of the lower lobe 
of the right lung. Agglutination tests for 
proteins—Ox,, Ox,,, brucella, and typhoid— 
were negative. A second white blood cell 
count made on May 28, when the tempera- 
ture was 102.5 F., was 6,700, with a differen- 
tial of 10 per cent stab forms, 51 per cent 
segmented polymorphonuclears, 36 per cent 
lymphocytes, and 3 per cent monocytes. Ag- 
glutination tests for psittacosis done at the 
State Laboratory on May 30 revealed a titer 
of 1:256; a repeat study on June 9, 1955, 
showed a titer of 1:128. Malaria smear and 
blood culture were negative. 

On May 30, 1955, the patient was started 
on 500,000 units of crystalline penicillin 
given every six hours. That night she exper- 
ienced a chill, with subsequent elevation of 
temperature. On May 31, Aureomycin, 500 
mg. given every 6 hours, was started. Seven- 
ty-two hours later her temperature was nor- 
mal and she was asymptomatic for the first 
time. 

The physical findings over the right lung 
were never striking. Fine sticky rales final- 
ly developed in the right lung base, but 
there was no physical evidence of consolida- 
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Fig. 3. Clinical course as manifested by febrile 
reaction and pulse rate. 


tion. Pulmonary symptoms and findings 
were far out of proportion to the roent- 
genologic appearance of the lungs. The pa- 
tient was discharged on the eleventh day 
of hospitalization. She has remained well. 


Comment 

A rapid survey of the literature failed to 
reveal another case of lobar consolidation 
which clinically and serologically fulfills the 
requirements for a diagnosis of psittacosis 
and psittacotic pneumonia. This patient’s 
clinical appearance, blood count, negative 
cultures and agglutination tests, and the 


ANESTHESIA FOR MINOR SURGERY—SPENCER 81 


paucity of respiratory signs and symptoms 
militates against a diagnosis of pneumonia 
of bacterial origin. 


Summary 

Psittacosis should be suspected and diag- 
nosed more frequently than the incidence 
reported in the literature. 

A case with a strong possibility of psit- 
tacosis on two different occasions is re- 
ported, Positive agglutination tests were ob- 
tained during the second illness. 

This disease makes a dramatic favorable 
response to Aureomycin. 
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Anesthesia for “Minor” Procedures 


RICHARD SPENCER, M.D. 
GREENSBORO 


The association of the word “minor” with 
short or seemingly uncomplicated surgical 
or obstetric procedures has led to a false 
sense of security in the minds of both the 
laity and the medical profession. The clas- 
sification of surgical procedures as “minor” 
or “major” by hospitals and medical organ- 
izations alike has done much to create the 
feeling of unimportance which has become 
attached to procedures falling within the 
“minor” category. Physicians who are not 
qualified to do more complicated surgical 
procedures are often privileged to do “minor 
surgery.” 


Read before the Section on Anesthesia, Medical Soclety of 
the State of North Carolina, Pinehurst, May 4, 1955, 


As early as 1903 Dr. Hubert Royster 
warned the medical profession against this 
feeling of complacency by declaring that 
“Minor surgery is that part of surgical 
practice which is done by the minor sur- 
geon,” and, “the more minor the surgeon, 
the more major the operation will become 
before he is through with it.’’ Despite this 
warning, the term “minor’’—with its con- 
notation of unimportance has continued in 
common use. 


It is well recognized that much is to be 
desired in the education of the laity as to 
the importance of anesthesia. What is even 
more alarming, however, is the failure of 
many of our own professional colleagues to 


| 
q 


recognize the seriousness and importance of 
anesthetic procedures, This is especially 
true in regard to anesthesia for “minor” 
surgical procedures, The greatest offenders 
in this complacency are the surgeons and 
often the anesthetists themselves. 

It is with this naive approach to anes- 
thesia for so-called “minor” procedures that 
the author is most concerned. 


The Importance of All Procedures 

In the use of any agent which produces 
general anesthesia or which may cause com- 
plicatioris such have been known to result 
from spinal, regional, or even local anes- 
thesia, there can be no differentiation be- 
tween major and minor procedures. Every 
anesthetic should be given with the sur- 
yeon’s and the anesthetist’s full realization 
that any anesthetic complication which may 
develop during a so-called “major” opera- 
tion can develop during shorter and seem- 
ingly less difficult procedures, In fact, many 
cases which are described as minor are of 
an emergency nature, and the patient is fre- 
quently unprepared for surgery and anes- 
thesia. In these cases the danger of compli- 
cations and death from anesthesia is often 
greater than in patients who have been pre- 
pared for more extensive surgical pro- 
cedures. 


When a patient is taken to surgery for a 
technically long and difficult procedure, 
much consideration is usually given to his 
condition, his past history, the laboratory 
and x-ray findings, and the choice of anes- 
thetic agent and anesthetist. The surgeon 
and the anesthetist take great care to as- 
sure both themselves and the patient that 
they will have access to everything that may 
be needed to meet any emergency which may 
arise. 


Why, then, simply because a certain pro- 
cedure has been classified as “minor,” 
should one be lulled into a false sense of 
security wherein he fails to take precau- 
tions against possible complications? I be- 
lieve there are a number of reasons, none 
of which are justified. Among these is the 
feeling that the patient need not be so deeply 
anesthetized for short procedures as for 
longer ones. This in itself tends to increase 
the incidence of complications. It is felt that 
the time required for a “minor” procedure 
does not warrant the time required to pre- 
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pare for a safe and adequate anesthetic. The 
surgeon may tend to use an inexperienced 
and inadequately trained anesthetist either 
because of the time factor involved in ob- 
taining the services of a trained anesthetist 
or because anethesia is done on a referral 
basis. Certain precautions may seem un- 
necessary, as they may have been taken re- 
peatedly without obvious need in previous 
cases, 

Again, because the laity is uninformed 
about the importance of anesthesia and in- 
surance companies are largely uninformed 
or believe they should pay less for anesthesia 
given for so-called “minor” procedures, the 
surgeon hesitates to call for the services of 
a trained anesthetist. These and other rea- 
sons can be summed up in three words: ig- 
norance, inexperience, and negligence. 

Except in extreme emergency, no local, 
regional, or general anesthetic should be ad- 
ministered without the benefit of history, 
physical examination, essential laboratory 
work, resuscitative equipment — including 
drugs of an emergency nature, suctioning 
apparatus, and means for giving oxygen 
under positive pressure—and last but not 
least, an anesthetist capable of recognizing 
and maintaining a patent airway under the 
most trying of conditions. 

In considering anesthesia for any proced- 
ure, “major” or “minor,” it might be well 
to remember the words of Gordon Murray: 

With the exception of hemorrhage at oper- 

ation, a disaster which has receded almost in 
proportion to the training of surgeons, there 
is little a surgeon can do in orthodox surgery 
that approaches in swiftness the possible fatal 
effect of improper anesthesia. The surgeon’s 
errors usually begin groaning and moaning in 
a matter of hours, days, weeks, or years, but 
those of the anesthetist flash by like the crack 
of doom..... Considering how every anesthe- 
tist with every anesthetic administration enters 
the outer fringes of the cloud of death, I re- 
main thankful that my lot has fallen in the 
less turbulent ways of surgery. 


Summary 

In considering anesthesia for any proced- 
ure, it should be remembered that anesthesia 
for “minor” procedures is essentially the 
same as that for more difficult and prolonged 
operations. A paper discussing agents and 
techniques, therefore, would have to be an 
all-inclusive textbook on the subject of an- 
esthesia. 
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This paper has been written in the hope 
of encouraging the education of both the 
laity and the medical profession as to the 
importance and seriousness of all anesthetic 
procedures. It has pointed out the dangers 
inherent in the art of anesthesia, especially 
for those procedures which are all too often 
taken too lightly. Finally, it is hoped that 
this paper will encourage all those engaged 
in the art of anesthesia to seek additional 
training, skill, and knowledge so that they 
will be better equipped to meet all anes- 
thetic emergencies. 


Discussion 


Dr. D. L. Crandell (Winston-Salem): Dr. Spencer 
has given an excellent presentation of an important 
and timely subject—important because the majority 
of anesthetics are given for the so-called minor pro- 
cedures, and timely because anesthesia has advanced 
to the stage that some of it is unsafe and phy- 
siologically unsound and should no longer be tol- 
erated. 

Our large medical centers commonly use modern 
anesthetic techniques for the majority of opera- 
tions. Anesthesia for tonsillectomy and adenoid- 
ectomy, however, is usually delegated to the inex- 
perienced anesthetists who may choose either the 
open ether and inhalation technique or some modifi- 
cation of it. In order to maintain good ventilation 
and prevent hypoxia, an endotracheal tube is im- 
perative for tonsillectomy and adenoidectomy. The 
surgeon is thereby enabled to operate carefully and 
maintain good hemostasis. 

Complete removal of the tonsillar tissue can 
only be done by careful and unhurried surgery. 

In the past 10 years 8 per cent of the deaths oc- 
curring on the operating table have resulted from 
tonsillectomy and adenoidectomy. To my knowledge 
the majority of these deaths were the direct result 
of hypoxia and hypercarbia caused by pood ventila- 
tion and not of toxicity or overdosage of an anesthe- 
tic agent. Thus, in order to decrease the mortality in 
tonsillectomy and adenoidectomy, which has been 
called a minor surgical procedure, I think it im- 
perative that these operations be done under en- 
dotracheal anesthesia. 

In no other anesthetic procedure is the principle 
so well applied that a good surgeon deserves a good 
anesthetist, and a poor surgeon needs one. 

Dr. H. L. Brockman (High Point): I wonder how 
the mucus and blood are kept out of the trachea 
during endotracheal anesthesia. 

Dr. Spencer: While I was in charge of the anes- 
thesia department of the Massachusetts Eye and 
Ear Infirmary we had very few surgeons who would 
tolerate the use of an endotracheal tube in their 
patients. With those few cases we used an endo- 
tracheal tube without a cuff but with a small bit 
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of packing, not more than 3 or 4 inches long, 
wrapped around the tube and pushed down to the 
level of the glottis. On occasion a little blood- 
stained mucus passed beyond that point, but there 
was no evidence of a clot passing into the trachea. 

Without the use of an endotracheal tube I be- 
lieve it to be imperative that the head be kept 
in a dependent position so that the blood may be 
drawn out by suction before it approaches the cords, 
and only in the case of major hemorrhage does any 
enter the trachea. 

Another point to be remembered is that oxygen 
should be used in conjunction with ether. Many 
practitioners use air for vaporization of ether, and 
there is no question in my mind that such patients 
are hypoxic. Hypoxic is probably the most direct 
cause of death and in many cases is the result of 
anesthesia given without the administration of 
oxygen, 

Dr. Daniel L. Crandell (Winston-Salem): At Bap- 
tist Hospital we use an endotracheal tube in all 
tonsillectomies and adenoidectomies on children. We 
usually pack the throat so that the surgeon can use 
suction freely without fear of drawing in ether 
vapor. This was the trouble with the old technique, 
The patient would cough and sputter, and the post 
operative period was much less smooth than it is 
today. 

Dr. John Martin (Dunn): We lack trained anes- 
thetists for intubation, a common problem in small 
towns, 

I have been practicing for 30 years without once 
using an endotracheal tube. 

Dr. Crandell: What is your incidence of tonsillar 
tags which were left because the patient wasn’t 
doing well and you had to hurry to get through? 

Dr. Martin: I think removing the pillar consti- 
tutes more damage than leaving the tag. You can 
always go back and get the tag, but if somebody 
cuts the tube and removes the pillar, the damage 
is permanent. 

Dr. Howard M. Ausherman (Durham): I think 
we must be realists. Intubation of the child for 
tonsillectomy is desirable, but, as has been brought 
out, there is no one capable of using the technique 
in many small towns. I believe that if all tonsil- 
lectomies in North Carolina were done under en- 
dotracheal anesthesia, with the unskilled personnel 
who would be forced te administer it, the morbidity 
would be increased. Intubation is an ideal! to strive 
toward, but is unfeasible under present circum- 
stances. In my opinion the next best choice in chil- 
dren is a modification of the Davis gag, which de 
livers the anesthetic vapor at the base of the ton 
gue—particularly if, as Dr. Spencer suggested, 
oxygen rather than air is used, 

Dr. R. L. Wall (Winston-Salem): No procedure 
or method is any safer than the person using it. 
In the hands of a skilled anesthetist, | would think 
that the endotracheal method is far safer. On the 
other hand, a good anesthetist who knows how to 
keep an open airway and good exposure, and who 
uses oxygen with the ether, is probably equally safe. 
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VIRUS ENTEROCOLITIS 

For some years medical opinion has been 
divided as to whether there is such a clinical 
entity as “intestinal flu.” In the second edi- 
tion of Harrison’s “Principles of Internal 
Medicine,” (page 1080), Friedewald states 
that the influenza virus does not produce 
gastrointestinal symptoms. In the section on 
viral diseases there was no mention of viral 
infection of the gastrointestinal tract, In 
the ninth edition of Cecil’s “Textbook of 
Medicine” published a year later (1955), 
however, Dr. Irving Gordon has an excel- 
lent discussion of “Acute Infectious Non- 
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bacterial Gastroenteritis,” which he says is 
due to a virus. 

On page 3 of this issue, Dr. Philip Brown 
states that “The most widespread and fre- 
quent acute disease of the bowel is virus 
enterocolitis, commonly spoken of as the 
stomach or intestinal flu.’’ 

Both Drs. Brown and Gordon state that 
the symptoms are of short duration—12 to 
26 hours—but that it may be several days 
before all is quiet on the intestinal front. 
Dr. Gordon gives the incubation period as 
one to five days, with an average of three 
days. 

Those who received Dr. Morris Fishbein’s 
“Pepys’ Pages” for 1955 may recall his 
terse description of such an attack: “To- 
ward evening seized suddenly by the 24-hour 
intestinal virus which works up and down.” 

Fortunately, the disease soon runs its 
course and is comparatively benign. Usually 
the only treatment needed is paregoric or 
codeine, and a bland diet. Scraped apple, 
once widely used, is still as effective as its 
more expensive pharmaceutical offspring 
containing pectin. Ginger ale is usually well 
tolerated. Dilute hydrochloric acid in to- 
mato juice or buttermilk may allay nausea. 

The mode of transmission is one of the 
most unpleasant features to contemplate. 
Both Brown and Gordon state that the virus 
is transmitted by the fecal-oral route. This 
emphasizes the importance of the Jewish 
custom of washing one’s hands before eat- 
ing. 

ae 


FOOTBALL 


As most of our readers know, Mr. Paul 
Amen recently left the Army’s coaching 
staff at West Point to become head football 
coach at Wake Forest. In his salutatory 
remarks Mr. Amen said that he did not 
care for the boys who come to college just 
to play football, but that he expected his 
players to be just as interested in their 
textbooks as in the game. 

It remains to be seen how Mr. Amen’s 
philosophy will pan out—but he himself 
impressed all who have met him and heard 
him speak as a fine specimen of the type of 
boy he wants. His major interest in college 
was English, and many have remarked that 
he might well pass for a professor of Eng- 
lish. 
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Mr. Amen’s viewpoint is supported by 
two widely different sources. The first is 
the position taken in 1954 by the Phi Beta 
Kappa Senate in regard to the selection of 
institutions for chapters of that honor fra- 
ternity. The statement is quoted in part: 


The Senate of the United Chapters therefore 
advises the Committee on Qualifications to re- 
quire that an applying institution meet, as a 
minimum, the following standards: 


1. Complete and direct control of athletic poli- 
cies and procedures by joint action of the Ad- 
ministration and of authorized representatives 
of the Faculty; 


2. Adequate safeguards against recruitment 
practices that contribute to the professionaliz- 
ing of intercollegiate athletics; 

3. Restriction of eligibility for varsity teams 
to students making normal progress toward 
a regular bachelor’s degree; 


4. Assignment of all scholarships, grants-in- 
aid, loans and jobs by a faculty Committee on 
Student Aid on the basis of need and/or 
academic distinction or promise, with no dif- 
ferentiation between athletes and non-athletes 
and with no “gifts” to individual students by 
persons or groups outside the control of the 
Faculty Committee. This means that financial 
assistance for athletes, including scholarships, 
grants-in-aid, loans and student jobs, will be 
in approximately the same ratio to the number 
of athletes in the student body as all financial 
assistance is to the total number of students. 


The other source is the late Grantland 
Rice, whose life was dedicated to sports, 
and who was recognized as the dean of 
sports writers in this country. In his auto- 
biography, “The Tumult and the Shouting,” 
he devotes a whole chapter to an appraisal 
of football. While recognizing that it is one 
of the greatest games, he deplores the fact 
that players, both collegiate and professional, 
are taught to violate the rules of the game 
intentionally, so long as they are not caught. 


It has been the idea of too many coaches that 
the main offense or penalty in breaking a rule 
was to be caught. “If you can get away with it, 
fine . . . just don’t get caught.” 

While many coaches may be ethical, a great 
many still follow the old slogan of “Winning at 
any cost,” no matter what rules are involved. 
When a coach has a bad team he will say joking- 
ly, “I’m building character this year.” There is no 
place for a joke in this situation. A coach that 
isn’t building character deserves to be fired. 
No matter if he wins every game, he is doing 


EDITORIALS 


far more harm than good. If football isn’t 
character-building it is no game to be played. 


Football, one of the greatest games, can be 
made greater only if it is cleaned up and pro- 
tected. It has taken more punishment than box- 
ing has—and boxing, on the average, doesn’t de- 
serve to be mentioned with any decent sport. 
Comparatively speaking, football is in an entire- 
ly different setting. It has practically none of 
the thugs, crooks, cheaters, bums, and chiselers 
that boxing knows to a large degree. 


The keeness to win—the will to win—is impor- 
tant. But the desire to win, even illegally, is 
too great. I'll admit I have hammered on these 
points over 40 years without making much of a 
dent. But if big changes, critical changes, are 
not made soon, football will die through its un- 
willingness to face up to its greatest mistake. 
iKven the most ardent fan must admit that 

there is an uncomfortable amount of truth 
in this statement. Let us hope that such a 
great game will be cleaned up from the in- 
side. Football coaches, players, and fans 
alike should take to heart the lines from 
“Granny” Rice’s finest poem: 


For when the One Great Scorer comes to mark 
against your name, 

He writes—not that you won or lost—but how 
you played the game. 


+ 


THE SPCE 


In the October issue of the Journal of the 


Medical Society of New Jersey, Editor 
Henry Davidson, in one of his characteris- 
tic original editorial fantasies, tells of a new 
organization—the SPCE (Society for Pre- 
vention of Cruelty to Editors). At the next 
convention of the SPCE, says Dr. Davidson, 
the Committee on Overworked Words is 
preparing a resolution to retire two phrases 
in too-common use, These phrases are “broad 
spectrum” as applied to antibiotics, and 
“therapeutic armamentarium.” 


This JOURNAL would like to commend Dr. 
Davidson's effort to invigorate the language 
and to offer at least two other suggestions 
for the Committee on Overworked Words to 
consider. One is that favorite of govern- 
mental employees, “to implement.”’ The oth- 
er is the five-word phrase, “is cognizant of 
the fact” instead of the five-letter word 
“knows.” 
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Committees and Organizations 


COMMITTEE ON CHILD HEALTH* 
NEONATAL DEATHS 


The Committee on Child Health of the 
North Carolina Medical Society is under- 
taking a study of neonatal deaths in North 
Carolina beginning January 1, 1956. The 
purpose of this study is to determine the 
causes of neonatal deaths. It is hoped that 
the information obtained will contribute to 
a reduction of infant mortality in North 
Carolina. 


During 1956 this study will be confined to 
the neonatal deaths occurring in those North 
Carolina hospitals in which 500 or more live 
infants are delivered annually and will in- 
clude all neonatal fatalities regardless of 
the place of birth. 


A short questionnaire form has been spe- 
cially prepared for this study. A form 
should be completed for each live-born in- 
fant who is under 28 days of age at the 
time of death. For the sake of accuracy it 
is requested that the data be recorded as 
soon as possible after the death occurs, The 
completed form will provide pertinent in- 
formation concerning both the mother and 
the child. The Committee requests the co- 
operation of all physicians concerned, 


A description of this study and a supply 
of the questionnaire forms have been sent 
to the director of each cooperative hospital, 
as well as to the chief-of-staff and to the 
physicians in charge of the obstetric and 
pediatric services. Requests for further in- 
formation or additional forms should be ad- 
dressed to: 


The Committee on Child Health 

Medical Society of the State of North 
Carolina 

809 West Chapel Hill Street 

Durham, North Carolina. 


*Members at this committee for 1955-1956 are as 
follows: Dr. Angus McBryde, Durham, chairman; 
Dr, Edward C, Curnen, Chapel Hill; Dr. Roy D. 
Daniel, Sylva; Dr. Donnie H. Jones, Jr., Princeton; 
Dr. J. Buren Sidbury, Wilmington; and Dr. F. A. 
Blount, Winston-Salem. 
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NORTH CAROLINA HEART ASSOCIATION 


With cardiovascular disease causing more than 
one-half the deaths in North Carolina and in the 
United States, the importance of the doctor in 
providing leadership for the three-pronged attack 
on these diseases cannot be overemphasized. Doctors 
are needed who can extend their role of counselor 
and guide through participation in local heart as- 
sociations and committees. They are needed to 
work on organizational problems and to lead in 
decisions regarding the three-fold program of (1) 
research, (2) education, both professional and lay, 
and (3) community service. 


Over the past seven years, since the organiza- 
tion of the American Heart Association as a vol- 
untary health agency, more than $13,500,000 has 
gone into cardiovascular research through its na- 
tionally coordinated research fellowship and grant- 
in-aid-program. During the past year, some $65,- 
000 has been channeled into research in North 
Carolina’s three research centers, from American 
Heart Association, North Carolina Heart Associa- 
tion, and local funds. 

Professional education to keep doctors abreast of 
new knowledge, always a concern of the HEART 
program, has taken increased strides in North 
Carolina the past year, with symposiums held in 
Nags Head, Morehead City, Winston-Salem, Wades- 
boro and Kinston. Cardiac. institutes were 
held with greater frequency in the state through 
the heart programs during 1955, institutes being 
held in Chapel Hill and Concord. 

To establish the important partnership of an 
informed patient and a psysician abreast of new 
knowledge, lay education has continued to receive 
considerable attention through community groups, 
schools, and the mass media. 


In order to make every dollar count in reaching 
the problems of the estimated 10,000,000 individuals 
with cardiovascular diseases in the United States, 
community services, rather than direct patient 
care, is the third prong of the HEART program. 
Community Services which work to combine the 
resources of a Community to tackle the social and 
emotional problems of patients, to lessen duplica- 
tion and to strengthen actual services, receive at- 
tention in North Carolina; as for example, case 
conferences which take place in some North Caro- 
lina towns, with the local heart association acting 
as co-ordinator. 


Doctors are the backbone of the Heart Associa- 
tion, They are needed throughout its organization 
to help strengthen it and to enable the young (in- 
corporated in North Carolina in 1950) but dynamic 
organization to reach the potential of which it is 
capable in any attack on cardiovascular diseases. 


This year, through its Program and Budget Com- 
mittee, under the direction of Dr. E. Harvey Estes, 
Jr., the entire program of the North Carolina Heart 
Association is receiving searching evaluation, and 
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goals are being set for the future. Advice and 
suggestions from all North Carolina doctors for 
improving and extending the important work in 
our state would be most welcome at any time, but 
especially now as we take this close look at our 
Heart Association. 


(Mrs.) 
PRESIDENT 


FRANCES SIMMONS MCCONNELL 


COMING MEETINGS 


Heart symposium sponsored by the North Caro- 
lina Heart Association — New Ricks Hotel, Rocky 
Mount, February 22. 

Postgraduate course for general practitioners 
sponsored by University of North Carolina School 
of Medicine—Chapel Hill, March 6, 7, and 8. 

Postgraduate course sponsored by the University 
of North Carolina School of Medicine—Statesville 
and Albemarle, beginning March 13 and 14, (See 
News Notes from the University of North Caro- 
lina School of Medicine for schedule.) 

Medical Society of the State of North Carolina, 
Annnual Meeting—Pinehurst, April 29-May 2. 

North Carolina State Board of Medical Examin- 
ers, meeting to interview candidates for lincensure 
by endorsement—Pinehurst, April 30. 

North Carolina Public Health Association, 
nual Meeting— Charlotte, May 31-June 1. 

American Academy of General Practice—FEighth 
Annual Scientific Assembly—Washington, D. C., 
March 19-22. 

International Academy of 
Annual Convention—Drake Hotel, 
23-26. 

Third National Cancer Conference, sponsored by 
the American Cancer Society and the National Can- 
cer Institute of the Public Health Service—Detroit, 
Michigan, June 4, 5, 6. 


An- 


Eighth 
April 


Proctology, 
Chicago, 


NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Dr. James V. Neel, associate professor of medi- 
cal gynetics, Heredity Clinic, University of Michi- 
gan, delivered the second Lee B. Jenkins Memorial 
Lecture of the University of North Carolina Medi- 
cal School this year on January 19. Dr. Neel’s sub- 
ject was “Inherited Abnormalities of Human Hem- 
oglobin.” 


The Lee B. Jenkins Memorial Lecture is an en- 
dowed lectureship established by Mrs, Lee B. Jen- 
kins, Kinston, North Carolina, in memory of her 
late husband, industrialist and civic minded citizen 
of Kinston. 


The first Lee B. Jenkins lecture was given last 
year by Dr. Alfred Chanutin, professor of biochem- 
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istry in the University of Virginia. His subject was 
“Iron Metabolism.” 

Dr. George C. Ham, chairman of the Department 
of Psychiatry of the University of North Carolina 
School of Medicine, addressed the members of the 
Association of Southern Professors of Psychiatry 
on the subject “Modifications Needed in Psychiatric 
Teaching” at the December 30 their 
meeting in Washington, D. C. He was also a mem- 
ber of the subgroup which met on December 29 to 
discuss “Resistances Encountered in Teaching Psy- 
chiatry in the First Two Years of Medical School.” 


session of 


Dr. Shepherd Liverant has joined the staff of 
Psychological Services in North Carolina Memorial 
Hospital as child psychologist, He also has a joint 
appointment as assistant professor in the Depart- 
ments of Psychiatry and Psychology. Dr, Liverant 
recently Ph.D, at the University of 
Colorado. His previous training included work at 
the University of New Mexico where he obtained 
his B.S. and M.S. degrees, and Colorado Psycho- 
pathic Hospital in Denver. 
ment is part of the expansion of staff in the Psy 
chiatric Center to provide more adequate treatment 
of child psychiatric problems. 


* ao 


received his 


Dr. Liverant’s appoint- 


Studies of a large number of unidentified “or- 
phan” viruses, discovered in the course of research 
on polio, will be conducted at the University of 
North Carolina under a grant of $25,253 from the 


National Foundation for Infantile Paralysis. 


Effective January 1 the grant was announced 
jointly by Dr. W. R. Berryhill, dean of the 
School of Medicine, and Basil O’Connor, president 
of the March of Dimes organizations. Dr. Edward 
C. Curnen, Jr., professor of pediatrics will direct 
the investigation. 


In recent years Dr. Curnen and his co-workers 
have been studying Coxsackie viruses, named for 
the New York town where they were found. In the 
of these studies, a number of identified 
viruses were isolated in the laboratory here, 


course 


The study of many of these viruses by Dr, Cur- 
nen and his associates is part of a large scale pro- 
ject supported by the March of Dimes to learn more 
about the organisms, and particularly to investi- 
gate any relationship they may have to polio, 

Dr. John H. Ferguson, professor of physiology, 
participated in the conferences of the Harvard 
Commission on Plasma Fractionation at Cambridge, 
Massachusettes, January 5-6, 1956. 

* a 

Dr. Robert Ross, professor of obstetrics and gyne- 
cology, delivered a paper before the American Col- 
lege of Surgeons Sectional Meeting in Jacksonville, 
Florida, on January 18, The subject wax “Conser- 
vatism in Pelvic Surgery.” 


tate} 


A six-weeks’ postgraduate medical program will 
begin in Statesville Tuesday, March 13, and in Al- 
bemarle Wednesday, March 14, for doctors in these 
areas. The programs for these two courses are as 
follows: 

March 13 & 14—Statesville and Albemarle—Dr. 
Leandro M. Tocantins, Professor of Clinical and 
Experimental Medicine, Jefferson Medical College, 
Philadelphia: “Endocrines and Blood” and “Funda- 
mental Principle in the Treatment of Hemorrhagic 
Disorders” 

March 20 & 21—Dr. C. Everett Koop, Associate 
Professor of Surgery, University of Pennsylvania 
School of Medicine, Philadelphia: “Undescended 
Testicle: A Logical and Embryological Approach” 
and “The Philosophy of Abdominal Pain in Child- 
ren” 

March 27 & 28—No program, owing to the U.N.C. 
Medical Alumni Meeting at Chapel Hill 

April 3—Statesville—Dr. Colin G, Thomas, Jr., 
Assistant Professor of Surgery, University of 
North Carolina School of Medicine, and Dr, Louis 
G. Welt, Professor of Medicine, University of North 
Carolina School of Medicine: “Diseases of the Thy- 
roid: Diagnosis and Medical and Surgical Treat- 
ment” 

April 4—Albemarle—Dr. Newton E. Fischer, As- 
sistant Professor of Surgery (Otolaryngology), 
University of North Carolina School of Medicine: 
“Handling Ear, Nose, and Throat Problems in 
General Practice” 

April 10—Statesville—Dr. Eugene A, Stead, Jr., 
Professor and Head of the Department of Medicine, 
Duke University School of Medicine: “Coronary 
Artery Disease” and “Endocrine Madness” 

April 11—-Albemarle—Dr, Fred K, Garvey, Chief 
of Urology, Bowman Gray School of Medicine of 
Wake Forest College: “Office Genitourinary Prac- 
tice’ and “Lower Nephron Disease” 

April 17 & 18—Statesville and Albemarle—Dr. 
Sol Katz, Chief, Pulmonary Division, District of 
Columbia General Hospital; Adjunct Clinical Pro- 
fessor of Medicine, George Washington University 
School of Medicine: “Mediastinal Tumors” and 
“Procedures and Diagnosis of Pulmonary and Pleur- 
al Diseases” 

April 24—Statesville—Dr. James TT. Donnelly, 
Obstetric Consultant, North Carolina State Board 
of Health; Clinical Associate Professor of Obste- 
tries, University of North Carolina School of Medi- 
cine: “The Proper Use of Pitocin in Obstetrics” 
and “Hemorrhage in Pregnancy Associated with 
Defects in the Clotting Mechanism” 

April 25—Albemarle—Dr. Colin G. Thomas, Jr., 
Assistant Professor of Surgery, University of North 
Carolina School of Medicine, and Dr. Louis G. Welt, 
Professor of Medicine, University of North Caro- 
lina School of Medicine: “Diseases of the Thyroid: 
Diagnosis and Medical and Surgical Treatment” 

Meetings will be held at the Statesville Country 
Club and the Hotel Albemarle. 
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A three-day postgraduate medical course design- 
ed for general practitioners will be held in Chapel 


Hill, Tuesday, Wednesday and Thursday, March 

6, 7, and 8, Tentative plans call for the presentation 

of subjects as follows: 
TUESDAY A.M.—Joint dermatology 

and psychiatry 

TUESDAY P.M.—Cardiovascular Diseases 

WEDNESDAY A.M. AND P.M.—Medical Problems of 


program on 


Special Significance in Adolescense 
THURSDAY P.M.—Cancer 
THURSDAY AFTERNOON—Cancer 
Complete information concerning the course is 
being sent to all North Carolina physicians. 
tk a 


Dr. Nathan Womack, professor and head of the 
Department of Surgery, University of North Caro- 
lina School of Medicine, spoke in New Orleans at 
the Maes Lectures on “Chronic Cystic Mastitis and 
Cancer of the Breast.” The Lecture, sponsored by 
Phi Chi fraternity at Louisiana State University, 
was held January 13-17. 

Dr. Womack also participated in examinations of 
the American Board of Surgery while in New Or- 
leans, 

Dr. Charles H, Barnett has been awarded a Can- 
cer Institutional Research Grant in the amount of 
$500 for the period ending August 31, 1956. This 
money will be used to help activate the Metabolic 
Ward. 

Dr, Ernest Craige has been awarded a USPHS 
grant in the amount of $24,991 for the period Jan- 
uary 1, 1956, through December 31, 1956. This is 
a renewal of Dr. Craige’s undergraduate cardiovas- 
cular training grant to be used in the purchase of 
equipment for making teaching more effective for 
securing personnel to work in the field of heart 
disease and assist with teaching. 

Dr, Thomas W. Farmer has been awarded a grant 
by the USPHS in the amount of $10,000 for one 
year for a project entitled “Cooperative Study of 
the Effectiveness of 1-Asparagine in Control of 
Seizures.” 

Dr. Dan A. Martin has been awarded a Research 
Fellowship by the American Heart Association for 
one year, starting July 1, 1956, in the amount of 
$5,000. 

Dr. Jeffress G. Palmer has been awarded a US- 
PHS grant for a one-year period for research en- 
titled “Investigation of Factors Influencing the 
Rates of Production and Destruction of Leuko- 
cytes.” 

Dr. Louis G. Welt has been awarded a USPHS 
grant in the amount of $14,662 for the period Jan- 
uary 1, 1956, through December 31, 1956, to con- 
tinue a project entitled “Studies of the Factors 
Regulating the Internal and External Exchanges of 
Electrolytes and Water in Health and Disease.” 
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NEWS NOTES FROM THE 
BOWMAN GRAY SCHOOL OF MEDICINE OF 
WAKE FOREST COLLEGE 


Dr. Isadore Meschan, professor and director of 
the Department of Radiology, will speak before the 
Cleveland (Ohio) Radiology Society on February 
27, his title being “Objective Aoentgen Analysis of 
Spinal Disease.” 

ae 

Dr. Martin G. Netsky, professor of neuropath- 
ology, will participate in the Duke Medical School 
Neurology Graduate Seminar on March 7. The 
title of his paper is “Muscular Dystrophy.” He will 
also take part in the two-day symposium scheduled 
at the Veterans Hospital in Salisbury on March 
20 and 21, when he will speak on the “Effect of 
Ionizing Radiation on the Human Brain, and on 
Human and Experimental Brain Tumors.” 

% * 


Dr. Henry L. Bockus, professor and chairman of 
the Department of Medicine at the University of 
Pennsylvania Graduate School of Medicine, will 
be the first guest lecturer of the newly established 
Alice and Royall Brown lectureship on March 12 
and 13. The lectures will be open to interested phy- 
sicians. 

Dr. Charles A. Janeway, Thomas Morgan Rotch 
Professor of Pediatrics at Harvard Medical School, 
will deliver the 1956 Nathalie Gray Bernard lec- 
tureship on March 27 and 28. His two lectures, 
“Physiology of the Plasma Proteins” and “Plasma 
Proteins and Immunity,” will be presented in the 
evenings and will be open to interested physicians. 
He will also conduct ward rounds and student con- 
ferences, and will deliver the Alpha Omega Alpha 
installation address, 

a 

The Brayton Pharmaceutical Company of Chat- 
tanooga, Tennessee, is giving financial support for 
a study of the effects of antacids in long-term 
therapy of peptic ulcer. The study is being con- 
ducted by Dr. David Cayer, professor of gastroen- 
terology. 


NEWS NOTES FROM THE DUKE UNIVERSITY 
SCHOOL OF MEDICINE 


The world’s first “growing patch” skin graft 
experiments will be conducted by Duke University 
Medical School’s Department of Plastic Surgery 
under a Playtex Park Research Institute grant, it 
was announced recently. 

The experiments will be aimed at saving thous- 
ands of lives now lost every year as a result of 
burns, Dr. W. C. Davison, dean of Duke Medical 
School, and Dr. Charles F. MecKhann, professor of 
pediatrics at Jefferson Medical College and chair- 
man of the Institute’s board of governors, stated in 
a joint announcement. 

The initial Duke grant from the Institute, a non- 
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profit foundation for support of pediatric research, 
will be $6,495 for the first year. 

The technique to be tested by Dr. Nicholas Georg- 
iade, assistant professor of plastic surgery, will in- 
volve the growth of the skin of a burned patient in 
the laboratory by Dr. Duncan Hetherington, pro- 
fessor of histology, for later use as a permanent 
graft. Laboratory experiments have shown that 
skin, in a special growth media, may be multiplied 
10 times its original size in a period of two weeks. 

The Duke experiment marks the first recorded 
attempt to reproduce the patient’s whole skin— 
both outer layer (epidermis) and true skin (derma) 
—in the laboratory for graft later. 

If you’re getting on in years, having a hobby is 
more than a “bright idea,” it’s sound medical ad- 
vice. Dr. Ewald W. Busse, chief psychiatrist at 
Duke University, emphasized this point at a spe- 
cial symposium on aging held in Cincinnati, on 
January 13. 

“Our studies indicate that individuals who con- 
tinue to pursue a gainful occupation even though 
they are past the usual age of retirement and 
others who occupy their time with planned activity 
have relatively few depressive moods. They are 
strikingly different from people who have had to 
be hospitalized because they were unable to adjust 
in the community,” he said. 

“The people requiring hospitalization were al 
most devoid of any interests which could satisfy 
their needs as a well selected hobby can do,” he 
emphasized. 

“For this reason, I believe the physican is re- 
sponsible for making sure his patients who are ap- 
proaching retirement or are on the threshold of old 
age provide themselves sources of entertainment 
and emotional rewards by developing planned 
creative and recreational activity,” he said. 


NORTH CAROLINA ALCOHOLIC 
REHABILITATION PROGRAM 

The Psychiatry Department of the School of Med- 
icine and Memorial Hospital, Chapel Hill, has open- 
ed special beds for the treatment of alcoholism. 
White, male and female alcoholic patients have 
first priority on these beds. Arrangements for ad 
mission must always be completed in advance by 
calling or writing the Admitting Resident, Depart 
ment of Psychiatry, Memorial Hospital, Chapel 
Hill, telephone 9031, extension 270. 

Alcoholic patients are required to enter the hos- 
pital voluntarily for a minimum period of ten days 
and they must sign an agreement to this effect at 
the time of admission or before. The cost of such 
hospitalization is at the same rates as for other 
departments within the hospital. The costs (payable 
in advance) for the ten-day period are as follows: 

Full rate: $230 plus professional charges of 
$135. In certain situations the physician may 
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reduce his professional fee following admission. 
Partial rate: $175—for patients realistically 
unable to pay full costs and professional fees. 

The hospital’s financial situation makes it neces- 
sary to admit more than 50 per cent of the patients 
as full rate patients, and doctors are requested not 
to promise any specific rate to a prospective pa- 
tient as the actual rate will be fixed at the hospi- 
tal. 

This new facility should obviously not be rec- 
ommended to patients who would have difficulty in 
meeting the financial obligations. The Alcoholic 
Rehabilitation Center at Butner is more suitable 
for such patients, as the cost is only $75 for 28 
days. 

Normally, the patient’s physician will refer the 
patient, but either the doctor, the patient, or his 
relatives may contact the admitting resident con- 
cerning the possible admission. 

As Memorial Hospital is the teaching hospital 
for the medical school, it will be impossible for 
this alcoholic unit to serve as a “drying out cen- 
ter” for repeated admissions of alcoholic patients 
who have as yet no real intention of seeking sob- 
riety. The approach will primarily be one of re- 
habilitation through psychotherapy. 


NORTH CAROLINA HEART ASSOCIATION, INC. 

A heart symposium will be held on Wednesday, 
February 22, from 3:30 to 5:30 P.M. at the New 
Ricks Hotel in Rocky Mount, 

Speakers will be Dr. Ernest Craige, University of 
North Carolina School of Medicine—‘Prevention of 
Coronary Artery Disease”; Dr. Eugene A. Stead, 
Jr., Duke University School of Medicine—‘New 
Concepts in Treatment of Hypertension”; and Dr. 
Paul Dudley White, Harvard School of Medicine— 
“Coronary Thrombosis . .. and Back to Work.” 

All North Carolina physicians are cordially in- 
vited, 


EDGECOMBE-NASH MEDICAL SOCIETY 

Dr. John Frierson conducted a discussion of “Ra- 
diation Therapy in the Treatment of Inoperable 
Cancer” at the meeting of the Edgecombe-Nash 
Medical Society held in Rocky Mount on January 
11, 

New officers of the society are: Drs. Sam Way, 
president; J, ©. Brantley, Jr., first vice president; 
R. D. Kornegay, second vice president; J, S. Brock, 
secretary-treasurer; and R. M. Whitley, editor of 
the Bulletin. 


FORSYTH COUNTY MEDICAL SOCIETY 
The January meeting of the Forsyth County 
Medical Society was held in Winston-Salem on 
January 10. Dr, Manson Meads of the Department 
of Preventive Medicine, Bowman Gray School 


of Medicine of Wake Forest College, spoke on 
“Medicine in Thailand.” 
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NEWS NOTES 


Two North Carolina physicians have been elected 
Fellows in the American College of Radiology, ac- 
cording to an announcement from the College head- 
quarters in Chicago. They are Dr. John O. Lafferty 
of Charlotte and Dr. Ernest H. Wood of Chapel 
Hill. 

Investiture into Fellowship was made Friday, 
February 10, at the Drake Hotel in Chicago as a 
high light of the annual meeting of the college, 
and the Conference of Teachers of Clinical Radio- 
logy. 

Election to Fellowship is an honor bestowed by 
the College of Radiology in recognition of out- 
standing achievement and contribution to the art 
and science of medicine in general and radiology 
in particular, 


AMERICAN COLLEGE OF GASTROENTEROLOGY 


A regional meeting of the Southern Region of 
the American College of Gastroenterology will be 
held in New Orleans, Louisiana, on Sunday, April 
8, 1956. The Scientific Sessions will be held in the 
auditorium of the Louisiana State University School 
of Medicine, commencing at 2:00 P.M. 

At 8:00 P.M., the first Abraham L. Levin Mem- 
orial Lecture will be given by Dr. Asher Winkel- 
stein, assistant clinical professor of medicine, Col- 
umbia University, College of Physicians and Sur- 
geons, who will speak on “Recent Advances in 
Ulcerative Diseases of the Gastrointestinal Tract.” 

Dr. James T. Nix, of New Orleans, president of 
the American College of Gastroenterology, will 
preside. The program is under the chairmanship of 
Dr. Louis Ochs, Jr., chairman of the Board of Gov- 
ernors and governor of the American College of 
Gastroenterology for Louisiana. Dr. Ochs is being 
assisted by a committee which includes the gover- 
nors of the College for the other states in the 
southern region, consisting of Alabama, Arkansas, 
Florida, Georgia, Kentucky, Mississippi, North 
Carolina, Oklahoma, South Carolina, Tennessee, 
Texas, and Virginia, 

Members of the medical profession are cordially 
invited to attend. A copy of the program may be 
obtained from the Secretary, American College of 
Gastroenterology, 33 West 60th Street, New York, 
23, New York. 


NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 


It is now estimated that 70 million doses of Salk 
polio vaccine will be available by July 1, 1956. 

On the basis of the improved supply situation 
the National Foundation for Infantile Paralysis is 
launching a public information program which bids 
for rapid vaccination of children against paralytic 
polio, This announcement was made recently in a 
letter sent to 200,00 physicians by Dr. Hart E. Van 
Riper, medical director of the National Foundation. 
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A 32-page booklet, entitled “New Information 
for Physicians on the Salk Poliomyelitis Vaccine: 
Number 2—January, 1956,” edited by Dr. Van 
Riper, accompanied the letter. The booklet as- 
sembles recent scientific studies on the safety and 
effectiveness of the vaccine and answers the most 
commonly asked questions about the vaccine. A 
preprint from the American Journal of Public 
Health of the article, “Poliomyelitis Vaccine in the 
Fall of 1955” by Dr. Jonas E. Salk is also included 
in the mailing. 

The dosage schedule for Salk vaccine recommend- 
ed for 1956 is: two 1 ce. injections, intramuscular- 
ly, spaced four to six weeks apart with a third 
(“booster”) injection of 1 cc. being given at least 
seven months later. 


THIRD NATIONAL CANCER CONFERENCE 


The American Cancer Society and the National 
Cancer Institute of the Public Health Service, De- 
partment of Health, Education and Welfare, will 
jointly sponsor the third National Cancer Confer- 
ence in Detroit, Michigan, June 4, 5, and 6. More 
than a thousand research scientists and clinicians, 
including many from foreign countries, are ex- 
pected to attend. 

The opening session of the conference, in the 
Sheraton-Cadillac Hotel, will feature addresses by 
Dr. John R. Heller, director of the National Can- 
cer Institute, and Dr. Charles S. Cameron, medical 
and scientific director of the American Cancer So- 
ciety. Morning and afternoon sessions of the three- 
day meeting will begin with a general session at 
which a subject of broad interest will be presented 
by an outstanding speaker. The general sessions 
will then break into various symposiums to discuss 
cancer of different body sites, such as lung, gas- 
trointestinal tract, and breast. 


A Host Committee representing medical and 
health groups of the Detroit area, headed by Dr. 
Harry M. Nelson of the Southeastern Michigan Di- 
vision, American Cancer Society, will arrange a 
public Cancer Forum for Tuesday evening, June 
5, as a special feature of the Conference. Speakers 
for this program will include several participants 
in the scientific program of the Cancer Conference. 

Copies of the conference program and advance 
registration cards may be obtained from the Na- 
tional Cancer Conferences Coordinator, American 
Cancer Society, 521 West 57 Street, New York 19, 
New York. 


All physicians are invited to attend. 


AMERICAN MEDICAL WRITERS’ ASSOCIATION 


The January issue of the Mississippi Valley Med- 
ical Journal (Quincy, Illinois) is the Annual Amer- 
ican Medical Writers’ Association number of the 
publication. It contains the papers read at the 
twelfth annual meeting of the Writers’ Association 


BULLETIN BOARD 


at St. Louis last September, including the presen- 
tations on non-medical writing given at the ban- 
quet, the talks given at the A.M.W.A. Workshop on 
Medical Writing, October 1, the winning essays in 
the 1955 Mississippi Valley Medical Society Essay 
Contest, and an index of the principal references 
to medical writing for the period 1948-1955. As in 
previous years, all the A.M.W.A. papers, plus the 
references on medical writing, have been incorpo- 
rated into a booklet which is available for 25 cents, 
postpaid, from the A.M.W.A. Headquarters, W.C.U. 
Building, Quincy, Illinois. 


AMERICAN HEARING SOCIETY 

The American Hearing Society has announced 
that competition for the 1956 Kenfield Memorial 
Scholarship will open March 1. The award is made 
annually by the society to a prospective teacher 
of lipreading. 

Application blanks may be obtained by writing to 
the society’s national headquarters, 1800 H_ St., 
N.W., Washington 6, D. C, Deadline for returning 
completed applications is May 1. The scholarship 
winner will be selected by the Teachers Committee 
of the American Hearing Society, of which Miss 
Ruth Bartlett, Los Angeles, California, is chair- 
man, 


INTERNATIONAL ACADEMY OF PROCTOLOGY 

The Eighth Annual Convention of the Interna- 
tional Academy of Proctology will be held in the 
Drake Hotel, Chicago, April 23-26. A well rounded 
program covering major developments in procto- 
logy will be presented in papers, panel, symposium, 
and motion pictures. 

Subject matter will include ulcerative 
carcinoma of the rectum and colon, hemorrhoids, 
ano-rectal strictures, pilonidal cysts, surgical com- 
plications of ano-rectal surgery, polyps, amebiasis, 
diverticulitis, fluids and electrolytes in gastrointest- 
inal surgery, anesthesia, and many other related 
subjects. 


colitis, 


AMERICAN ASSOCIATION OF BLOOD BANKS 
The site of the ninth annual meeting of the 
American Association of Blood Banks previously 
scheduled for Cincinnati, Ohio, November 4-7, 1956, 
has been changed. The meeting will be held Sep- 
tember 3, 4, 5, 1956, at the Somerset Hotel in Bos- 
ton, Massachusetts. Inquiries should be directed to 
Miss Marjorie Saunders, Secretary, 725 Doctors 
Building, 3707 Gaston Avenue, Dallas, Texas, 


U. 8S. DEPARTMENT OF HEALTH AND WELFARE 

An expanded program of research in allergy and 
infectious diseases was announced today by Dr. 
Leonard A. Scheele, Surgeon General of the Public 
Health Service. 

This program will be administered by the Na- 
tional Microbiological Institute, which is being 
redesignated as the National Institute of Allergy and 
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Infectious Diseases, Dr. Scheele said. The Institute 
will also support long-term basic studies in these 
fields through grants to research scientists in the 
Nation’s universities and medical schools. An in- 
crease of $3,200,000 will be sought for this pro- 
gram for fiscal year 1957. 

“The renaming of the Institute,” the Surgeon 
General said, “reflects the importance of the new 
research program on allergies and the close rela- 
tionship of such research with the study of infec- 
tious diseases, Investigations of allergy are closely 
allied to the science of immunology, which is also 
fundamental to investigation of the infectious and 


parasitic diseases,” 
** 


Four Russian medical scientists arrived in the 
United States last month for a four weeks’ visit 
to study methods of treatment of poliomyelitis and 
the preparation of the Salk vaccine, the Public 
Health Service, Department of Health, Education 
and Welfare, announced today. 

The Soviet scientists went to seven American 
cities, including Pittsburgh, where they visited the 
Municipal Hospital and met with Dr. Jonas Salk, 
developer of the poliomyelitis vaccine. 

In addition to Washington, D. C., other stops 
on the schedule included Children’s Hospital in 
Boston, Massachusettes; the Yale University Medi- 
cal School in New Haven, Connecticut; the Uni- 
versity of Minnesota Medical School, in Minneapolis; 
Children’s Hospital Research Foundation, in Cin- 
cinnati, Ohio; Johns Hopkins University, in Balti- 
more, Maryland, and the National Institutes of 
Health, of the Public Health Service, in Bethesda, 
Maryland. 

The Russian scientists were accompanied on their 
tour by Dr. Alexis I. Shelokov, virologist of the 
Public Health Service’s National Institutes of 
Health, 

Arrangements for the tour were made by the 
Public Health Service at the request of the De- 
partment of State. 


RESEARCH COUNCIL FOR ECONOMIC SECURITY 


Absenteeism among employed persons is a sub- 
ject of considerable concern to industry, according 
to the most recent publication of the Research 
Council for Economie Security, Chicago. Illness 
absences alone, by the most conservative estimates, 
cause the loss of the services and production of one 
million workers every year, valued at approximately 
$5 billion. If all data were available, the loss from 
absenteeism might be found to be as much as $10 
billion, 

The Research Council book, entitled Absenteeism, 
contains a summary of the discussions at a semi- 
nar and workshop on absenteeism conducted by the 
Council last year, It also includes selections from 
the exhibits that were used at the seminar and 
additional specially adapted source material. 

The seminar was an outgrowth of the Research 
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Council’s Study of Prolonged Illness-Absenteeism, 
which is being completed this year. Preliminary re- 
ports from the study have been used by many of 
the participating establishments as a basis for 
evaluating their absenteeism problem, revising con- 
trol records, instituting new procedures, develop- 
ing medical care programs, and revising employee 
benefit plans. The conference was planned so that 
these experiences, and the techniques and tools 
that had been developed, could be pooled and re- 
viewed. 


TOBACCO INDUSTRY RESEARCH COMMITTEE 


A third allocation of $500,000 to continue support 
of research by independent scientists into all phases 
of tobacco use and health has been announced by 
Timothy V. Hartnett, chairman of the Tobacco 
Industry Research Committee. The increase brings 
the tobacco group’s research fund allocations to 
$1,500,000. 


UNITED STATES AIR FORCE 


The Office of The Surgeon General, USAF, an- 
nounced that all physicians and dentists now serv- 
ing on active duty in the grade of First Lieuten- 
ant have been promoted to the temporary grade of 
Captain effective February 1, if they have ac- 
quired 12 months of professional experience subse- 
quent to graduation from medical or dental school 
and are otherwise qualified. All medical and den- 
tal officers now serving on active duty in the grade 
of First Lieutenant will be promoted to the tem- 
porary grade of Captain when they attain the 
above eligibility requirements. 

When physicians and dentists holding permanent 
reserve commissions as First Lieutenants in the 
Reserve of the Air Force are ordered to active 
duty after February 1, 1956, they will be promoted 
to the temporary grade of Captain on the day they 
enter active duty if they have acquired 12 months’ 
professional experience after graduation from med- 
ical or dental school and are otherwise qualified. 

This is another action proposed by the Armed 
Forces Task Force Group appointed last June by 
the Secretary of Defense to explore the critical 
problems of attracting and retaining career medi- 
cal and dental officers. 


U. S. ATOMIC ENERGY COMMISSION 


K. E. Fields, General Manager of the Atomic 
Energy Commission, today announced that the 
Commission’s Isotopes Diyision has been placed 


under the Division of Civilian Application, and has 
been designated the Isotopes Extension at Oak 
Ridge, Tennessee. 

The change was effective January 1, 1956. The 
Isotopes Extension will remain at Oak Ridge, and 
licenses for procurement of radioactive isotopes 
will continue to be issued from there to distributors 
and users. Dr. Paul C. Aebersold continues as di- 


rector. 


— | 
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Award of 44 unclassified life science research 
contracts in the fields of biology, medicine, bio- 
physics, and radiation instrumentation has been 
announced by the U. S. Atomic Energy Commis- 
sion. The contracts were awarded to universities 
and private institutions as part of the AEC’s con- 
tinuing policy of assisting and fostering research 
and development in fields related to atomic energy 
as specified in the Atomic Energy Act of 1954. 


The Month in Washington 


Bills that have been hanging fire in Sen- 
ate and House Committees for over a year 
finally are getting attention as the adminis- 
tration pushes its program for broader and 
more uniform medical care for the families 
of servicemen. 


A new version of a bill was dropped in 
the hopper on the opening day of this ses- 
sion by Chairman Carl Vinson of the House 
Armed Services Committee. It was designed 
in part to supply answers to a number of 
questions growing out of earlier versions 
sponsored by the Defense Department. Ac- 
tually it raised more questions, which only 
hearings and testimony from expert wit- 
nesses and debate on the floor of Congress 
can answer. 

The bill (H.R. 7994) authorizes, as a 
matter of right, broad medical care for de- 
pendents of the armed forces as well as of 
Coast Guard, Public Health Service and 
Coast and Geodetic Survey personnel serv- 
ing on active duty. (The bill would author- 
ize health insurance only for dependents of 
latter three services.) Separate bills have 
been introduced in the past providing med- 
ical care for dependents of Coast Guard, 
PHS and Geodetic Survey, but this marks 
the first time they are brought into the 
same bill with military personnel. 

In provision of services, the bill has no 
surprises over its predecessors. It calls for 
diagnosis, treatment of acute medical and 
surgical conditions, treatment of contagious 
diseases, and maternity and infant care. 

On another point of major interest to 
physicians, the bill drops out all mention 
of the home-town medical care plan, which 
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was a part of Mr. Vinson’s earlier bill, That 
bill contemplated use of civilian hospitals 
and doctors for those dependents who were 
not near military medical facilities and who 
had not taken out health insurance, with the 
government paying part of the cost. 

Another area of almost certain debate in 
the latest bill is the insurance features. 
There are these main points: 

1. A serviceman may elect to rely entirely 
on the chance of finding space available in 
a military hospital or clinic for his fam- 
ily, or he may choose protection through an 
insurance plan. 

2. The family deciding on insurance has 
its choice of going to a military hospital or 
using civilian resources. The uninsured fam- 
ily could be charged by the military for out- 
patient care, and would have to pay subsis- 
tence costs while in the hospital, 

3. A serviceman taking insurance would 
pay 30 per cent of monthly premiums for 
a basic plan covering his wife and children, 
and the entire premiums for coverage of 
dependent parents and parents-in-laws. Par- 
ents and parents-in-law who found space in 
a military hospital, however, would be ad- 
mitted on the same basis as wives and child- 
ren. 

4. Catastrophic-type coverage is provided 
at additional premium. 

5. To take care of long term illnesses, the 
bill provides for transfer of dependents to 
military facilities once they have used up 
benefits in an insurance plan. Or if such 
transfer isn’t feasible, the government could 
pay the additional costs for private care. 

The bili was introduced before the De- 
fense Department had completed a survey 
of Blue Shield, Blue Cross, and commercial 
plans to determine to what extent they could 
provide care under the bill. Conceivably the 
survey could further change the shape of 
an already much-revised piece of legisla- 
tion. 

President Eisenhower in his State of the 
Union message summed up the case for de- 
pendent medical care this way: “Much has 
been done to attract and hold capable mili- 
tary personnel, but more needs to be done.” 
He also broadly outlined administration 
plans in the health field, with emphasis on 
more money for research and federal aid to 
medical schools and to private research fa- 


ll 
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cilities for construction. With bipartisan 
bills along this line already before Congress, 
these proposals may move right along be- 
fore adjournment in midsummer. 

However, Congress might decide that for 
this year medical schools should settle for 
$90 million of Ford Foundation money be- 
ing made available to private schools to 
help strengthen teaching staffs. 

By the same token, there was some ques- 
tion just how much Congress would vote 
for Hill-Burton hospital programs this ses- 
sion in the light of the $200 million Ford 
grants to some 3,500 non-profit hospitals. 

A recent Public Health Service report in- 
dicates that states are now showing less 
preference for “public” Salk vaccine pro- 
grams than they did a few months ago. The 
sixth allotment marked the high-point in 
“public” preference. Then came a slight 
but steady decline. 


Classified Advertisements 
GENERAL PRACTITIONERS Immediate 
openings available with Medical Group. Excel- 
lent educational opportunities; paid annual vaca- 
tion and study period. Net starting income 
$12,000 to $15,000 depending upon training and 
experience. No investment required. Reply Box 
406, California, Pa. 


STATE HOSPITAL AT BUTNER. Positions 
available for young active practitioners, psy- 
chiatric experience desirable but not essential. 
Good living and working conditions. Please 


write in the first instance to: The Medical Su- 
perintendent, State Hospital at Butner, Butner, 
N.C: 
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Iu Memoriam 


James W. Berry, M.D. 


A feeling of unusual sadness was felt at the 
meeting of the Mitchell and Yancey Medical-Den- 
tal Society held on December 14, 1955. The atmos- 
phere of regret was caused by the recent death of 
Dr. James W. Berry of Bakersville. Several mem- 
bers of this Society expressed with great feeling 
their sorrow at the passing of a young man having 
such great promise for service. Upon motion made, 
seconded and unanimously carried the following 
Resolution was passed: 


RESOLUTION 

WHEREAS, Dr. James W. Berry, late a member 
of the Mitchell and Yancey Medical-Dental So- 
ciety has lately departed this life after such a very 
few years of valuable service to humanity; AND 
WHEREAS, the members of the Society feel that 
a man of Dr. Berry’s ability, learning and wisdom 
held great promise: 


NOW, THEREFORE, BE IT RESOLVED: 

1. That in the death of Dr. James W. Berry the 
medical profession has lost one of its most highly 
respected members; 

2. That the death of Dr. James W. Berry means 
a great loss to humanity and creates a place that 
will be difficult to fill; 

3. That expressions of sympathy be conveyed 
to the family of Dr. James W. Berry and a copy 
of this Resolution be transmitted to the family and 
a copy spread upon the minutes of this Medical- 
Dental Society. 

This the 14th day of December, 1955. 


MITCHELL AND YANCEY MEDICAL- 
DENTAL SOCIETY 


By Walter Ost, M.D. 
President 
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SMOOTHAGE ACTION IN CONSTIPATION 


Roentgenographic pattern of colon mass propulsion:\ 


(1) Ascending colon filled. 

(2) Unsegmented mass propelled through 
transverse colon. 

(3) Propulsive force follows mass through 
descending colon. 


(4) Pelvic colon reservoir filled. 


Reestablishing Bowel Reflexes with Metamucil” 


Nervous fatigue, tension, injudicious diet, failure to establish regularity, too little 
exercise, excessive use of cathartics—all factors which contribute to constipation? 


: Sufficient bulk and sufficient fluid form the basic 
rationale of treatment of constipation. Metamucil 
(the mucilloid of Plantago ovata) produces a bland, 
smooth bulk when mixed with the intestinal con- 
tents. This bulk, through its mass alone, stimulates 
the peristaltic reflex and thus initiates the desire to 
evacuate, even in patients in whom postoperative 
hesitancy exists. 

Correction of constipation logically, therefore, 
lies in the suitable adjustment of such factors as 
nervous fatigue and tension, improper intake of 
fluid, improper dietary habits, failure to respond to 
the call to stool, lack of physical exercise and abuse 
of the intestinal tract through excessive use of 
laxatives.? 

rhe characteristics of Metamucil permit the cor- 
rection of most of these factors: it provides bulk; 
it demands adequate intake of fluids (one glass with 
Metamucil powder, one glass after each dose); it 
increases the physiologic demand to evacuate; and 


it does not establish a laxative “habit.” Metamucil, 
in addition, is inert, and also nonirritating and non- 
allergenic 

The average adult dose is one rounded teaspoon- 
ful of Metamucil powder in a glass of cool water, 
milk or fruit juice, followed by an additional glass 
of fluid if indicated 

Metamucil is the highly refined mucilloid of 
Plantago ovata (50%), a seed of the psyllium 
group, combined with dextrose (50%) as a dis- 
persing agent. It is supplied in containers of one 
pound — also four ounces and eight ounces. G. D 
Searle & Co., Research in the Service of Medicine. 


¥> 


1, Best,C. H., and Taylor, N.B.: The Physiological Basis of 
Medical Practice: A Text in Applied Physiology, ed. 5, Balti 
more, The Williams & Wilkins Company, 1950, pp. §79.5#3 
2. Bargen, J. A.: A Method of Improving Function of the 
Bowel, Gastroenterology /4:275 (Oct) 1949 
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Doctor . . . or Bill Collector? 


Sometimes it gets to be a toss-up ... which shingle 
you should hang outside your door. You didn’t intend to 
try your hand at collections when you were putting in 
those long years of medical training, did you Doctor? 

Neither did your secretary intend to try her hand at 
collections. Chances are, that in collecting a few past-due 
accounts she loses many patients for you. 

Getting your ex-patients back into the fold and recov- 
ering past-due accounts is as simple as picking up your 
telephone and calling your MEDICAL-DENTAL CREDIT 
BUREAU, They collect your past-due accounts in an 
ethical, courteous manner that creates good will for you 
at the same time. 

Call or write today for information. There is no obliga- 


eon tion, of course. 


meDicat- DENTAL CREDIT BUREAUS 


Greensboro—216 Commerce Place—Phone 3-8255 Lumberton—1I15 W. Second Street—Phone 3284 
High Point—513 Security Bank Bldg.—Phone 3955 Raleigh—715 Odd Fellows Bldg.—Phone 3-9012 
Winston-Salem—624 Nissen Bldg.—Phone 4-8373 


Members—National Association Medical-Dental Bureaus 


GLENWOOD PARK SANITARIUM 


Founded by 
W.C. ASHWORTH, 
M.D. 


GREENSBORO, 
North 


1904 Carolina 


Established in 1904 and continuously operated since that date for the medical 
treatment of drug and alcoholic addictions. Located in an attractive suburb of Greens- 
boro where privacy and pleasant surroundings are to be found. 


Worth WILLIAMS, Business Manager R. M. Bure, JR., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 
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HydroCortone 


® 


(HYDROCORTISONE, 


A valuable aid in 
rehabilitating the arthritic patient 


HypRocoRTONE is a practical long-term thera- 
utic measure in the majority of patients suffer- 
ing from rheumatoid arthritis. The use of small 
doses of HypDROCORTONE in conjunction with 
conservative general measures will permit the 
safe management of these arthritics for pro- 
longed periods of time. Such a program has been 
shown to provide moderate to great relief in a 
very high percentage of patients.? In severely 
handicapped people, HYDROCORTONE plus physi- 
cal therapy will frequently allow the ehabilita- 
tion of arthritics who would not be helped 
appreciably by either measure alone. 
OTHER INDICATIONS: Still’s Disease, rheuma- 
toid spondylitis, psoriatic arthritis, traumatic 


REFERENCES: 1. Boland, W. and Headley, N. J.A.M.A. 1486:981, March 22, 1952. 2. Ward, L. 


arthritis, osteoarthritis, and bursitis, 


SUPPLIED: ORAL—HyprocorTone Tablets: 20 
mg., bottles of 25, 100, and 500 tablets; 10 mg., 
bottles of 50, 100, and 500 tablets; 5 mg., bottles 
of 50 tablets. INTRASYNOVIAL— Saline Suspen- 
sion HyprocorTone-T.B.A.: 25 mg./ce., vials 
of 5 cc, Saline Suspension Hyprocorrone 
Acetate: 25 mg./cc., vials of 5 cc. 


PHILADELPHIA! PA 
DIVIGION OF MERCK & CO. ine 


Polley, H. F., Slocumb, 


and Hench, J.A.M.A, 152:119, May 9, 1953. 3. Snow, W. B, and Coes, J. A., N.Y. State J, Med. $2319, Feb. 1, 1962 
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integrated relief... TABLETS (vellow, coated), each 
mild sedation hydrochloride CIBA) ond #0 mg, phonoberbital. 


visceral spasmolysis 


Summit, N. J. mucosal analgesia MEDICAL HORIZONS Monday P.M. 
Sponsored by CIBA 


SAINT ALBANS 


PRIVATE AL 
RADFORD, VIRGINIA 


STAFF 
James P, King, M.D., Director 
James K. Morrow, M.D. Thomas E. Painter, M.D. Daniel D. Chiles, M.D. 


James L. Chitwood, M.D., Medical Consultant Clara K. Dickinson, M.D. 
Affiliated Clinic Offering Psychiatric and Psychological Evaluation and Therapy: 


BLUEFIELD MENTAL HEALTH CENTER 
1400 Bland Street 
Bluefield, W. Va. 
David M. Wayne, M.D., Director 
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New Study Shows Gelatine 
Restores Brittle Fingernails to Normal 


Direcmons for making the 


Brittle, fragile or laminating fingernails are the 
bane of many a woman's existence. Yet this 
highly prevalent and distressing condition often 
has gone uncontrolled for lack of effective ther- 
apy. Now, you can promise these patients sub- 
stantial relief in a large percentage of cases. 
In a recent study’ that confirmed previous 
work? Knox Gelatine was used to treat 36 
women with fragile, brittle, laminating finger- 
nails. The response was most gratifying. Except 
for three patients who discontinued the therapy, 
three diabetics, and two women who had con- 
genital deformities, the splitting ceased and all 
other patients were able to manicure their nails 
to a full point by the time the study ended. 
Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 


Anos Gelatine in every package 


three months. Improvement, however, was noted 
after the first month. If you would like more 
complete details of this work, just use the coupon. 
1. Rosenberg, S. and Oster, K. A., “Gelatine in the Ireatment of 


Brittle Nails,"’ Conn. State Med, J. 19:171-179, March 1955, 
2. Tyson, T. L., J. Invest, Dermat. 14:323, May 1950, 


Chas. B. Knox Gelatine Company, Ine. 
Professional Service Dept. SJ-14 

Johnstown, N.Y. 

Please send me a reprint of the article by Rosenberg 
and Oster with illustrated color brochure. 


YOUR NAME AND 
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YOU CAN’T SLEEP INCORRECTLY ON IT! 


AVOID THE "'SLUMBER-SAG"’ 
MATTRESS! It promises to ‘‘con- 
form” to your body but merely lets 
you down into an 8-hour slumber- 
sag with vital muscles strained all 
night long! 


AVOID THE ''SLUMBER-SLAB"’ 
MATTRESS! It claims ‘‘firmness’’ 
but is really only “hardened up’’.. . 
aggravates and distorts your body 
so you can’t relax! 


CHOOSE SEALY POSTURE-PERFECT 
SLEEP! Exclusive Sealy Comfort- 
Gard automatically adjusts your 
body to comfortably-correct sleeping 
posture! . . . Proves Sleeping on a 
Sealy Is Like Sleeping on a Cloud! 


rious comfort of a Sealy Posturepedic. 


SEALY HAS FREE REPRINTS Of the booklets named in the coupon | ADDRESS 
and will be happy to forward quantities for use in your office. any 1ONE___STATE 


Posturepedic 


with COMFORT-GARD 


® Automatically adjusts your body to com- 
fortably-correct sleeping posture! 


© Button-free top! . .. No Buttons, No Bumps, 


No Lumps! 


Life-line construction! ... No shifting of 
mattress padding! 


@ Designed in cooperation with leading 
Orthopedic surgeons, so you can't sleep 


incorrectly! COPYRIGHT SEALY, INC. 1955 


PROFESSIONAL DISCOUNT 


To acquaint physicians everywhere with the exclusive features of 
this mattress, Sealy offers a special discount on the purchase of the 
Sealy Posturepedic for the doctor’s personal use only. Now doctors 
may discover for themselves, AT SUBSTANTIAL SAVINGS the luxu- 


Sealy Mattress Co. + 666 Loke Shore Drive * Chicago, Ill. 
Gentlemen: Please send me without charge: 
Copies of The Orthopedic Surgeon Looks at Your Bedding”. 
__ J Copies of "The Effect of Bedding on Posture, Health, Appearance 
and Sleeping Comfort.” 
Free Information on Professional Discount. 


NAME 


ASHEVILLE 


HIGHLAND HOSPITAL, Inc. 


FOUNDED IN 1904 
NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—Insulin, elec- 
troshock, psychotherapy, occupational and recrea- 
tional therapy—for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, 
amid the scenic beauties of the Smoky Mountain 
Range of Western North Carolina, affording excep- 
tional opportunity for physical and nervous rehabili- 
tation. 


The OUT-PATIENT CLINIC offers diagnostic services 
and therapeutic treatment for selected cases desiring 
non-resident care. 


R. Charmon Carroll, M.D., Diplomate in Psychiatry 
MEDICAL DIRECTOR 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
ASSOCIATE MEDICAL DIRECTOR 
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NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 
mild loss of memory, mental confusion and deterioration, and 
abnormal behavior patterns. 


Rehabilitation and release from public 
and private psychiatric institutions 
treating such disorders is possible. 


NICOZOL has been proved* safe 
and simple, as well as practical 
and inexpensive, and may be 

used with confidence to treat 
ambulatory cases. 

*References: Thompson & Proctor, Nicozol Therapy, North Caro 
lina Medical Journal, Dec., 1964, Pages 696-698. Lew, 8. 
Pharmacological Treatment of Aged Patients in State Me ntal 
Hospitals, J.A.M.A., 158:1h, Pages 1260-1266, Dee, 6, 1968. 


Available in capsules and elixir - ask your pharmacist. 
Samples and literature will gladly be sent upon request. 


DRUG 


‘ 
‘ 
WINSTON-SALEM 1, 
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413-21 Stuart Circle 


Medicine: 
Manfred Call, III, M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III, M.D. 
John D. Call, M.D. 
Wyndham B. Blanton, Jr., M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 
Edwin B. Parkinson, M.D. 


Orthopedics: 
Beverly B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D, 
Edward G. Davis, Jr., M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Direetor: 


STUART CIRCLE HOSPITAL 


Charles C. Hough 


RICHMOND, VIRGINIA 


Surgery: 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D. 
Carrington Williams, Jr., M.D. 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R,. Harrison, D.D.S. 


Plastic Surgery: 
Hunter S. Jackson, M.D. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O, Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
William C. Barr, M.D 


Physiotherapy : 
Miss Etheleen Dalton 


Anesthesiology : 
William B Moncure, M.D. 
Heth Owen, Jr., M.D. 


ASHEVILLE 


An Inati 
and alcohol habituation, 
Insulin Coma, Electroshock and Psychotherapy 


facilities including electroencephalography and 


Wm. RAY GRIFFIN, JR., M.D. 
Roper A, Grirrin, M.D. 


For rates and further information write 


APPALACHIAN HALL 


ESTABLISHED — 1916 


NORTH CAROLINA 


tution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convalescence, drug 
97> emoteped. The Institution is equipped with complete laboratory 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around climate 
for health and comfort, There are ample facilities for classification of patienta, rooms single or en suite. 


MARK A, GRIFFIN, SR., M.D. 
MARK A, GRIFFIN, JR., M.D. 


APPALACHIAN HALL, ASHEVILLE, N. C. 
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‘Thorazine’ is available in ampuls, tablets and syrup, 
as the hydrochloride; and in suppositories, as the base. 


*‘Thorazine’ should be administered discriminately; 
and, before prescribing, the physician should be fully 
conversant with the available literature. 


for emergencies—always carry ‘Thorazine’ Ampuls in your bag 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
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BRAWNER’S SANITARIUM 


ESTABLISHED 1910 


SMYRNA, GEORGIA 
(SUBURB OF ATLANTA) 


FOR THE TREATMENT OF PSYCHIATRIC 
ILLNESSES AND PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and Occupational Therapy 
Modern Facilities 


Custodial Care for a Limited Number of Elderly Patients at Monthly Rate 


Jas. N. BRAWNER, M. D. Jas. N. BRAWNER, Jr... M.D. ALBERT F. BRAWNER, M. D. 


MEDICAL DIRECTOR ASSISTANT DIRECTOR AND RESIDENT SUPERINTENDENT 
SUPERINTENDENT 


P.O. Box 218 Phone 5-4486 


Compliments of 


For Ready Reference...... 


Wachtel’s, Inc. For Convenience...... 


SURGICAL For Durability...... 
S U i P L I E S Have your copies of Volume 16, (1955) of the 


North Carolina Medical Journal bound in a 
permanent binding for use in your office or home. 


Mail your copies of the North Carolina Medical 
Journal to the Carmichael Printing Company, 
118 West Third Steet, Winston-Salem, North 
Carolina, for this service and Volume 16 will be 
returned to you an as invaluable medical record. 
65 Haywood Street $8.50, plus mailing charges. 


ASHEVILLE, North Carolina 
P. O. Box 1716 Telephone 3-7616—3-7617 
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the efficacy and safety of 
Pentids have been confirmed 
by clinical experience in 


many millions of patients 


Pentids 


Squibb 200,000 Vnits Penicillin G@ Potassium 


ta b | ets (buffered) be Ca p sules (unbuffered) 


bottles of 12 and 100 A bottles of 24 and 100 
*pentios’® TRADEMARE SQUIBB for infants and children 


ke 

=> 
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“Premarin” relieves 
menopausal symptoms with 
virtually no side effects, and 


imparts a highly gratifying 


“sense of well-being.” 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


(ESTABLISHED IN 1901) 


JAMES W. VERNON, M. D. E. H. & TAYLOR, M. D. J. T. VERNON, M. DO. 


A PRIVATE HOSPITAL for the treatment of nervous and mental disorders, 
alcoholism and drug addiction. 


A HOME FOR permanent care of selected cases of chronic nervous and 
mental disorders. Equipped for treatment by approved methods. 


LOCATED IN PIEDMONT, N. C., the climote is mild and invigorating at all 
seasons. 


AN OUT PATIENT DEPARTMENT is maintained for diagnostic consulta- 
tion and treatment. 


| 
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SENSITIZE 


USE 


POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


Beat BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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ESTABLISHED 1911 


~ WESTBROOK SANATORIUM 


oA private psychiatric hospital em- Staff PAUL V. ANDERSON, MD. 
resent 
ploying modern diagnostic and treat- REX BLANKINSHIP, MD. 
ment proce ures—clectro shock, if- JOUN K SAUNDERS, MD. 


sulin, psychotherapy, occupational and 


THOMAS F COATES, MD. 


A 


JAMES K. HALL, JR, MD. 
A won 


recreational therapy—for nervous and 


mental disorders and problems of 
addiction. CRYTZER, Administrator 


Phone 5-3245 


P. O. Box 1514 RICHMOND, VIRGINIA 


’ Brochure of Views of our 125-Acre Estate 
Sent on Request 


Foot-so-Port 
Shoe Construction 
and its Relation 
to Weight 
Distribution 


POLIOMYELITIS 


(human) @ Special Supreme rubber heels are longer than 
¥ most anatomic heels and maintain the appearance 

of normal shoes. 

@ The patented arch support construction is guaran- 

teed not to break down, 

@ Innersoles are guaranteed not to crack, curl, or 

collapse. Insulated by a special layer of Texon which 

also cushions firmly and uniformly. 

@ Foot-so-Port lasts were designed and the shoe con- 


For the modification of 


measles and the prevention struction engineered with orthopedic advice. 
@ NOW AVAILABLE! Men's conductive shoes. 
or aitenuation of infectious oes Sebel For surgeons and operating 
Bat : tas @ By a special process, using plastic positive casts 
hepatitis and poliomyelitis. of feet, we make more custom shoes for polio, club 
feet and all types of abnormal feet than any other 
manufacturer. 
LEDERLE LABORATORIES DIVISION Write for details or contact your local FOOT-$O-PORT 
AMERICAN Cpanamid company Shoe Agency. Refer to your Classified Directory 


PEARL RIVER, NEW YORK Foot-so-Port Shoe Company, Oconomowoc, Wis. 
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in arthritis 


and 


allied disorders... 


nonhormonal anti-arthritic Be e's 


BUTAZOLIDIN™ 


(brand of phenylbutazone) 


relieves pain + improves function + resolves inflammation 


Employing the serum protein-polysaccharide ratio (PR) as an objective 
criterion of rheumatoid activity, it has again been shown that 
BUTAZOLIDIN ”...produces more than a simple analgesic effect in 
rheumatoid arthritis." 


Clinically, the potency of BuTAZOLIOIN is reflected in the finding that 
57.6 per cent of patients with rheumatoid arthritis respond to the extent 


of “remission” or “major improvement.’ 


Long-term study has now shown that the failure rate with BUTAZOLIDIN 
in rheumatoid arthritis, and particularly in rheumatoid spondylitis, is 
significantly lower than with hormonal therapy.’ 

(1) Payne, R. W.; Shetlar, M. R.; Farr, C. H.; Hellbaum, A. A., and Ishmael, W. K.: J. Lob. & 


Clin, Med, 45:331, 1955. (2) Bunim, J. J.; Williams, R. R., and Black, RW. L.; J. Chron. Dy. 
1:168, 1955. (3) Holbrook, W. P.; M. Clin. North America 39: 405, 1955. 


BuTazo.ioin® (brand of phenylbutazone). Red coated tablets of 100 mg. 


BuTAzoLioiNn being a potent therapeutic agent, physicians unfamiliar with its use ore urged 


fo send for literature before instituting therapy. 


GEIGY PHARMACEUTICALS Division of Geigy Chemical Corporation 
220 Church Street, New York 13, N. Y. 
In Canada: Geigy Pharmaceuticals, Montreal 
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WE CORDIALLY INVITE YOUR INQUIRY 


for application for membership which af- 
fords protection against loss of income from 
accident and sickness (accidental death, 
too) as well as benefits for hospital ex- 
penses for you and all your eligible de- 
pendents. 


PHYSICIANS 
SURGEONS 
DENTISTS 


$4,500,000 ASSETS 
$22,500,000 PA'D FOR BENEFITS 


in its completeness 


Each pill is 
equivalent to 
one USP Digitalis Unit é 


Physiologically Standardized | 
therefore always 


dependable. 


Clinical samples sent to 


Davies, Rose & Co., Ltd. 


Boston, 18, Mass, - 


* 
18 
Bs 
{ha Emblems of REUABLE PROTEGTION 
SINCE 35 
1902 | i 
| Digitalis i 
vies, Rese) : 
a“ tae beetcrip- 
o 
Oo physicians upon request. 
A 
— 
EALTH 
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Adequate Hospitalization 
for Treatment of Alcoholics 


Doctors find the modern facilities and specialized care 
available at White Cross Hospital meet a vital need. 


Affords Sympathetic Atmosphere, 
Encouraging Personal Attention, 
Specially Trained Staff 


It is generally believed that alcoholism is self- 
imposed. Often in general hospitals the alcoholic 
patient is not considered to be “legitimately” sick, 
which results in the wrong psychological and 
emotional atmosphere that aggravates the condi- 
tion, This is why more and more doctors with 
alcoholic cases where hospitalization is essential 
are utilizing the facilities at White Cross Hospital, 
devoted to the treatment of alcoholics exclusively. 
Here a sympathetic, comfortable and pleasant 
atmosphere—so essential to rehabilitation—is 
assured, The White Cross staff, trained in the 
special problems of the inebriate, is adequate 
to assure prompt attention at all hours, The White 


Cross Hospital is under the“direction of a’compe- 
tent licensed physician, with five consulting physi- 
cians subject to call, Registered nurses and techni- 
cians are in charge 24 hours daily. 


Safe, Effective White Cross Treatment 
A private hospital offering scientific, institutional, 
medical, psychological, reflex, reduction and other 
methods for the rehabilitation of consent patients 
suffering from alcoholism, With the consent of the 
doctor and patient, the regular White Cross pro- 
cedure is followed. At your request, your patient 
remains entirely under your supervision, You may 
come and go in White Cross Hospital at will, and 
will find the staff completely cooperative. Your 
recommendations will be followed to the letter. 

All equipment modern with facilities to take 
care of 50 patients both male and female, 


Salem, Va. Hospital 


Approved and licensed by the Virginia State Hospital Board, Member Ameri- 
can Hospital Association. Located atop beautiful Mt. Regis, in the quiet serene 
mountains of Virginia—conducive to rest, comfort and rehabilitation. 


For information phone or write for booklet 
Rates Reasonable 


WHITE CROSS HOSPITAL 


Five miles west of Roanoke on route No. 11 
Salem, Virginia—Phone Salem 4761 


Copyright 1955 H.N. Alford, Atlanta, Ga, 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under 
our staff of visiting physicians. 


Under the Professional Charge of 


Dr. HOWARD R. MASTERS, DR. JAMES ASA SHIELD 
AND ASSOCIATES 


Catalog on Application 


Patronize 


Your 


Advertisers 


Out-Patient Clinic 
THE And Hospital For Rehabilitation Of 


K E E E Y The ALCOHOLIC 
INSTITUTE 4 


447 W. Washington S?. R. H. Dovenmuehle, MD: Consultant in Psychiatry 


GREENSBORO, In-patients are accepted in state of acute 
NORTH CAROLINA alcoholism. No waiting period required. 
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Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afford a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. Hypro- 
SPRAY provides HypROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis, 


NASAL. 


(HvDROCORTONE® WITH PROPADRINE® AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. HypRospray, each ce, sup- 
lying 1 mg. of Hyprocortrone, 15 mg. of 
?ROPADRINE Hydrochloride and 5 mg. of Neo- 
mycin Sulfate (equivalent to 6.5 mg. of neo- 
mycin base), 


Philadelphia 1, Pa. 
Division Or MERCK & CO., Ine, 


REFERENCE: 1. Silcox, L. E., A.M.A, Arch. Otolaryng. 60:431, Oct. 1954. 
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for Safe, Fast Sterilization 
in the Private Office 


New Concepts of Optimal Nutrition 
during THE SECOND FORTY YEARS 


PELTON HP-2 AUTOCLAVE 


For the safe sterilization of any instrument 
or material that touches the bloodstream of 
a patient, autoclave sterilization is highly 
recommended. The Pelton HP-2 Autoclave not 
only gives you this safety, but also the speed 
of hospital sterilization. It is completely self- 
contained, generates its own steam, automatic- 
ally controlled; chamber is 8” x 16”. Ask for 


source of proteins of hi, jiologic value an ( | NT | ( 

of the vitamins of the B complex.”! alo ind Pica upp ompany 

Eminently valuable too are its preanpensed RALEIGH, N. C. DURHAM, N. C. 

digestibility, its content of minerals and lipo- 

tropic factors, its virtually ideal nutritional 

nutrients, a synergism indispensable to endur- 

ing vigor.!, The FOR 

Brewers’ yeast is authoritatively attested to EXCEPT 

be “one of the most useful foods for older Thompson ys fo ” 

economical .”2 and “frequently 

elpful in rehabilitating older patients”3—in Homestead Year-round private 

whom the extreme suBTLETY of cumulative home and school for 


nutritional insults is fostered by time, which : 
may also bring increased demands for proteins School eer agg ae 
adults on pleasan 


and vitamins, }, 
For prevention and in dietotherapy of many 250 acre farm near Charlottesville. 
disorders throughout THE SECOND FORTY Write for booklet. 


YEARS, prescribe as a routine supplement 
Mrs. J. BAScomM THOMPSON, Principal 


VIT A- F O O D FREE UNION VIRGINIA 


Brewers’ Yeast 


the richest natural source of vitamin B com- 
plex factors plus nutritionally ooneine pro- 
tein, essential minerals and lipotropic factors. 


Send for Samples to Department NC 
‘VITAMIN FOOD CO., INC., Newark 4, N. J. 


L McLesterand Darby :“Nutrition and Diet in Health 
and Disease,” ed. 6, Saunders, p. 195, 2. petty. 
C. M,, in Lansing: “Problems of Aging,” ed. 
Williams and Wilkins, 1952, p. 193. 3. Sebrell and 
Hundley, in Stieglitz: “Geriatric Medicine,” ed 3, 
Lippincott, 1954, p, 189. 
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KALAMAZOO 


*Trademark for the Upjohn brand of prednisone (delta-I- cortisone) 
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YOU MEAN 
YOU HAD TO PAY 


TWENTY-FIVE DOLLARS 


FOR THOSE NEW 
MEDICINES ? 


YEARS AGO when the physician fought to 

bring a patient through a siege of preumona 

there was little he could do but help comserve 

the patients strength, make hin combortable 
and hope for the best 


In fact, the doctor sadly signed death cer- 
tificates for 33 owt of every 100 pneumonia 
patients he treated. For those who survived, 
recovery was slow and expenses were high 
The cost of an average case was about $1,000, 


VES... 
BUT THEY SAVED $900 
AND MY 
HUSBANDS LIFE! 


including three or four weeks’ time lost away 
from work 

Happily, this grim picture has changed 
Under the onslaught of sulfa drugs 
pneumonia has stead 


and 
now the antibiotics 
ily lost ground Now unvomplhic ated cases 
clear up in four to five days. And instead of 
losing 33 out of every 100 cases, the doctor 
saves all but a very few 


Just as striking as the cut in deaths and 


1906 Parke, Company 


disability is the cut in the cost of curing 
pneumonia, More and more patients can now 
he cared for at home. As a result, the average 
case of pneumonia may cost no more than 
$100 
visits and the 


including loss of income, the doctor's 
expensive” new medicines! 
Today, more than ever before, an invest- 
ment in prompt and proper medical care 
may well represent one of the biggest bar- 
gains of your life 


Makers of medicines since 1866 


a 
4 | 
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jas 
PARKE,DAVIS & COMPANY 
Research and Manutacturing Laborstores Detroit 32. Michigan 
id 


There are few subjects on which the general public is more 
uninformed (or perhaps misinformed) than the cost of modern 


medical care. 


People have always grumbled about medical bills —and 
they probably always will, to some extent. The trouble is they 
tend to see medical expense as a part of sickness—something 
that certainly gives them no pleasure—rather than the price 


of enjoying good health. 


But the real economics of the situation—what the patient 


gets for what he pays—proves that today’s medical bill usually 


turns out to be one of the really big bargains of his life. 


The latest Parke-Davis advertisement, reproduced here, 
cites the amazing decline in the cost of curing pneumonia to 
illustrate the remarkable value represented by your patient’s 


investment in prompt and proper medical care. 


This message will reach an audience of millions of readers 
in mass-circulation magazines such as LIFE and the SATURDAY 
EVENING POST. Reprints, in small folder form, are promptly 


available to physicians on request. 


PARKE, DAVIS & COMPANY Detroit 32, Michigan 
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Sick patients 


need food for therapy 


THAT MAN MUST EAT to remain 
well is a concept as old as medicine. 
But only recently has it been estab- 
lished (1) that nutritional needs are 
increased in illness; (2) that food suffi- 
cient to meet these needs is well uti- 
lized, and (3) that therapeutic 
nutrition prevents many of the debili- 
tating effects of disease and injury. 


Unfortunately, because of the ano- 
rexia accompanying illness, effective 
nutritional therapy requires added 
care on the part of the physician. 
Food comes from familiar kitchens 
and lacks the impressive aura of more 
dramatic therapeutic agents. Thus it 
is often difficult to convince the 
patient that food, too, is therapeutic 
—that although drugs may arrest 
disease only food can repair the 
ravages of disease. 


Whatever the nutritional problem— 
whether caused, by anorexia, mechan- 
ical difficulty in eating or limitation of 
gastric capacity or tolerance—only 
an assured food intake will solve it. 
The use of Sustagen, a food formu- 
lated for therapeutic nourishment, 
will overcome many difficulties in the 
therapeutic feeding of sick patients. 
A foundation for therapy thus may 
be established. 


The development of Sustagen ex- 
emplifies the continuous effort of 
Mead Johnson & Company to provide 
the medical profession with products 
basic to the management of illness 
and the restoration of health. 


Sustagen 


Therapeutic Food for 
Complete Nourishment 


Sustagen® is the only single food which 
contains all known nutritional essentials: 
protein, carbohydrate, fat, vitamins and 
minerals. It may be given by mouth or tube 
as the only source of food or to fortify the 


diet in brief or prolonged illness. 


repairs tissue 
restores appetite 
overcomes asthenia 


in 
cirrhosis 


peptic ulcer 
geriatrics 


Sustagen 


infections 
trauma 
chronic disease 


__ Bap H SYMBOL OF SERVICE IN MEDICINE 


l MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A, 


